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The above title should probably have 
laboratory. observations traced 
through to the clinical findings of a diplo- 
coccus, Which is not gonococcus, not staphylo- 
coccus, not micrococcus catarrhalis but which 
clinically seems to be pathogenic and capable 
of producing confusing symptoms with gon- 
orrhea and its complications. 


been some 


Insurance Companies and domestic tran- 
quility are perhaps responsible for our efforts 
along these lines, to have an acute prostatitis 
—or epididymitis develop with negative his- 
tory and no G. C. or colon bacilli present 
to make such report and have insurance com- 
pany re fuse claimant, or question our ver- 
acity in regard to diagnosis, is at least dis- 
concerting. 


Again numerous times we are called upon 
to decide in regard to a man or woman who 
has suspicious symptoms—whether or not the 
condition is gonorrhea—the whole domestic 
equilibrium depending on our answer. 


With these troublesome questions confront- 
ing us an attempt was made to find some 
further information about this ever present 
confusing diplococcus. 


No time will be taken with case histories 
but it is necessary to enumerate some of the 
conditions which we feel this organism is 
directly responsible for in these cases. On 
the following we have eliminated so far as 
possible by careful history, repeated micro- 
scopic examinations, repeated cultures and 


animal inoculations gonococcus, B. Coli, 
staphylococcus and catarrhalis. 
Edididymitis . .. 3 
Prostatitis, acute 5 


Prostatitis, chronic . kneel 
*Read before Section on Genito-Urinary, Skin Diseases and 
Radiology, Annual Meeting Okiahoma State Medical Association, 
Tulsa, May 15, 16, 17, 1923 
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NUMBER 3 


Pyelitis ; 10 
Pylonephritis 2 
Salpyngitis ! 
Urethritis and Trigonitis, 

in female 5 


On the remainder of cases reported in this 
series there was a doubtful history of gonor- 
rhea or nothing other than stubborn ureth- 
ritis developed—the data for the whole series 
was obtained from private practice. 


MORPHOLOGY AND STAINING 


The organism is a typical diplococcus with 
the surfaces facing each other flattened and 
pre senting a charac teristic “coffee bean” ap- 
Tetrads and larger 

The organism is non-motile and 
Both in direct smears 


pearance. groups are 
} 
olten notea. 


does not lorm spores. 


and in cultures a great range in size and shape 
is common. A methvlene blue stain gives a 
very clear cut picture ol large. rounded Col- 


let bean” diplococei and ol much small r, 
very slender organisms, all arranged in char- 
acteristic form. 

Gram’s method has never given a constant 
stain. Some of the organisms will decolorize 
and be “negative,” others will be faintly de- 
colorized while many will presnt a typical 
gram positive picture 


CULTIVATION 


Culture taken directly from the exudate 
from the genitals have been successfully cul- 
tivated on beef-infusion, agar plus dextrose. 
Beef infusion agar plus hydrocele or ascitic 
fluid—blood serum gave a luxuriant growth. 
Meat extract agar has been used with vary- 
ing success—in cases where an initial growth 
has been obtained, it is scanty and hard to 
keep alive. Growth becomes more luxuriant 
after cultivation on artificial media and an 
acid media is best. 


On plates, colonies are quite characteris- 
tic, the growth presents a white creamy ap- 
pearance, round, slightly raised in the center, 
shiny and viscid; they are decidedly similar 
to the catarrhalis colonies. For a few trans- 
plants the growth retains the sticky quality 
but gradually it becomes smooth and is easily 
transferred. 


In plain broth growth takes place but it is 
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not luxuriant. An even clouding occurs and 
no pellicle forms. 


On potato the organism grows but it pre- 
sents nothing characteristic. 


On sugars—dextrose, saccharose, maltose, 
levulose, galactose, lactose, mannite, growth 
is rapid and within 24 hours. A marked acid 
reaction is secured. No gas is produced. 


Stab cultures in gelatine show a line of 
colonies following the direction of the wire 
but no liquifaction occurs. 


Litmus milk gives a slight coagulation with 
acid production. 


Dunham’s peptone (D. F. Peptone) gives 
no indol or reduction of nitrates. 


Culturally, the organism does not corres- 
pond to any diplococeus described in text 
books of bacteriology. The above mentioned 
cultural studies were run on all of the strains 
and constant reactions were obtained. As 
controls, several known strains of gonococcus 
(Torry strains) and of staphylococcus were 
used and typical reactions were obtained. On 
sugars, the gonococcus cultures were negative 
with the exception of dextrose while the un- 
known organism gave growth with distinct 
acid production in all sugar media. Staphylo- 
coccus cultures liquified gelatin—the un- 
known culture did not. 

AGGLUTINATION RESULTS 

Negative results from agglutination tests 
were obtained. The blood serum of patients 
giving a pure culture from the genitals, did 
not agglutinate emulsified growth from agar 
slants in dilutions of 1-20, 1-40, 1-80, 1-160, 
1-320. Controls—normal saline and normal 
horse serum—were negative. The organisms 
did not agglutinate normal horse serum in 
dilutions of 1-50, 1-100, 1-200. 

ANIMAL TESTS 

No satisfactory results from animal inocu- 
lations have been obtained. Fresh cultures 
were dropped into the eyes of guinea pigs 
and rabbit but no reaction occurred. One- 
half c.c. of fresh emulsion repeatedly failed 
to kill white mice. 

In talking with laboratory workers, it was 
found that the organism is not a new one. It 
has been noted by many, sufficient laboratory 
work was done to prove that it was not gono- 
coccus or any other known pathogen—and 
there discarded with the important question, 
still unanswered. By many people, it is ac- 
cepted as a pseudo-gonococcus, a secondary, 
non-pathogenic invader, not worthy of fur- 
ther interest or worry. Clinically, however, 


it is not to be dismissed so easily. 


SUM MARY 


(1) The organism is not found, normally 
in genito-urinary tract. 

(2) It is present in a very large percentage 
of cases secondary to gonorrhea. 

(3) When activated by some other organ- 
ism or condition is capable of produc- 
ing the complications commonly attri- 
buted to the gonococcus. 

(4) It is not gonococcus, not staphylo- 
coccus, not catarrhalis. 

I desire at this time to thank Dr. Wann 
Langston, who made these tests possible—by 
his hearty co-operation, timely suggestions, 
and free use of University of Oklahoma— 
Pathological Laboratory—also his Bacteriol- 
ogist, Miss Anna Dean DuLaney, who did the 
major portion of the technical work. 


Discussion: Dr. Wm. H. Bailey, Oklahoma 
City. 

Dr. Bolend very kindly allowed me to read 
this paper before it was presented and I have 
also had the privilege of seeing many of the 
slides and keeping in touch with this research 
from time to time. 


No true idea can be gotten, unless you have 
attempted it yourself, of the immense amount 
of work in trying to prove a scientific point 
such as this. It is relatively easy to make a 
scientific observation but it is quite another 
thing to prove it. 

Rosenow has demonstrated pretty conclu- 
sively that we do have transmutation of cer- 
tain types of bacteria. It may be that this 
organism is.a true gonococcus that simply has 
been changed in its staining properties be- 
cause of some unfavorable factors in its en- 
vironment. It will be necessary to carry out 
this research to its finest detail, to prepare 
anti-sera and make absorption tests of the 
various strains isolated. This class of work 
is the most difficult that we have to do in 
bacteriology and requires the most careful 
and exacting technic. 


The importance of making a definite clin- 
ical diagnosis in these cases can readily be 
appreciated. Fortunately for the pathologist 
it does not fall within his province to make 
this diagnosis from the microscopic examina- 
tion of asmear alone. Such a laboratory find- 
ing is only one symptom of the condition and 
should not receive more weight than any other 
symptom. 


A chronic stage of a definite gonococcus in- 
fection will give us extra-cellular types of 
organisms with irregular staining properties. 
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This condition closely simulates the charac- 
teristics described for this organism. The 
Gram’s method of staining altho in almost 
universal use as a method of differential 
staining has always been found very easily 
variable in our hands. You occasionally see 
in text-boks, where some organism is being 
described, the statement that, “some authors 
claim that this organism is Gram negative,” 
while it has just been called a Gram positive 
organism. So that too much weight cannot 
be given to its reaction to Gram’s staining. 


If Dr. Bolend wishes to stimulate further 
interest in this organism all he will need to 
do will be to publish the report of his studies 
as the discovery of a new coccus infecting the 
genito-urinary tract, giving it his name, as, 
“The Pseudo-gonococcus of Bolend,” and 
there will be a flood of work and reports from 
all over the country trying to prove that this 
is not a new organism but is this or that 
coccus reported by such and such a man a 
certain number of years ago. 


Dr. Bolend should receive the thanks of 
this section for bringing this report to us, as 
work on any research of this kind is often a 
thankless job and should be given all the en- 
couragement possible. 

TREATMENT OF INFLAMMATORY 
CONDITIONS OF THE SEMINAL 
VESICLES AND PROSTATE 
GLAND* 

Frank J. Baum, M.D. 
MCALESTER 





That there is a right and wrong way to per- 
form prostatic massage is a statement with 
which the speciaiists in this section are thor- 
oughly familiar, however, as this treatment is 
administered by most every physician and so 
often improperly, I am going to beg the in- 
dulgence of you who know so that the proper 
technic-may become known to those who have 
not familiarized themselves with the subject. 

Prostatic massage began attracting popular 
attention first about thirty years ago when 
it was adopted by the Royal Institute of 
Massage at Stockholm and mentioned as a 
means of treating chronic prostatitis by 
Posner of Berlin, prior to which time diseases 
of the prostate were treated by applications 
to the perineum of counter irritation, heat, 
cupping, leeches, etc. 

The technic of massage has passed through 
many stages of experimentation. First, the 
*Read before Section on Genito-Urinary, Skin Diseases and Radi- 


ology, Oklahoma State Medical Association, Annual Meeting, 
Tulsa, May 15, 16, 17, 1923. 





procedure was to massage around the pros- 
tate with a circular rotory motion of the fore- 
finger, not directly over the gland; later, a 
Berlin operator made pressure over the soft 
spots of the gland, leaving the remainder un- 
touched. An external method was to massage 
the perineum with a stroking and friction 
movement, also kneading the prostate, the 
thumb externally on the perineum with the 
index finger inserted in the rectum support- 
ing the gland. 

The most popular and efficient technic of 
today is about as follows: The patient stand- 
ing twelve inches from a table, say about 
thirty inches high, his feet about twelve 
inches apart, toes markedly adducted, fore- 
arms lying flat on the table, with head rest- 
ing on his hands and back straight. The in- 
dex finger protected with a rubber glove or 
finger stall and well lubricated is gently in- 
serted within the rectum and gentle to firm 
pressure is made with a stroking downward 
movement toward the opening of the pros- 
tatic ducts in the deep urethra, making some 
three or four strokes over one lobe, treating 
the other similarly, finally drawing the finger 
from above downward over the posterior 
urethra expressing whatever secretion may be 
obtained from the sinus pocularis and ter- 
mination of the ejaculatory ducts. This may 
be continued from one to three or four min- 
utes, depending on the conditions of the 
gland and may be repeated, if mildly admin- 
istered, twice or at most three times a week 
and if vigorous not more than once a week. 
One can get better effects with gentle mas- 
sage than when too vigorous and it should 
not. be prolonged to too great a length of 
time. Instrumental massage of the prostate 
and vesicles is not generally favored. Brans- 
ford Lewis says there is no place for instru- 
mental massage. From my observation and 
experience I am convinced that in the major- 
ity of prostatic conditions we will get more 
satisfactory results if we have the patient 
come with a well filled bladder, particularly 
is this true in massaging the seminal vesicles. 


I think too little time and thought is given 
to the details of carrying out this line of treat- 
ment by the average man in this work and 
practically none by the general man. Mas- 
saging or striping of the seminal vesicles 
should be carried out at the same time as 
prostatic massage, only in the presence of 
well defined indications and I prefer the bi- 
manual method in which counter pressure is 
made with the left hand on the abdomen just 
above the symphysis pubis. 

Many physicians labor under the impres- 
sion that unless they succeed in expressing 
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secretions from these glandular structures, 
they have failed in accomplishing the purpose 
of massaging. 

Some writers state that expression of secre- 
tions from glandular structures is. least im- 
portant and that the greatest therapeutic 
benefit derived from this treatment consists 
more in stimulating circulation and increas- 
ing absorption. The massaging of any part 
increases the amount and flow of arterial 
blood, increases the venous outflow, tends to 
remove cellular debris and in massaging the 
prostate gland particularly, the effort con- 
sists in emptying the pus pockets into the 
urethra, relieving the engorged blood vessels 
and lymphatics and stimulating the reparative 
process by inducing a more liberal supply of 
fresh blood and lymph to the entire organ; it 
also strengthens relaxed muscle fibers and 
stimulates greater cellular activity of secret- 
ing surface. 


At this point I would like to mention the 
use of heat as a means of rendering massage 
more effective. As you all know the local 
use of heat is often very beneficial in any 
inflammatory condition and the suggestion 
strongly appealed to me as a useful adjunct 
in the treatment of many of our prostatics, 
particularly the acutely hyper- 
sensitive type, the simple eatarrhal form and 
in some cases of the chronic parenchymatous 
type. 


congested, 


For th application of heat in these cases, 
I have a box constructed after a plan of 
Folsom, of Dallas, as follows: Two feet long, 
two feet wide and two feet deep, with an 
ordinary toilet seat opening cut in the lid 
which is hinged so the lid may be raised when 
necessary. I have the box wired so that I 
have two rows of light bulbs, three to the 
row on each side, making twenty-four in all 
and so wired that by pulling a plug I can cut 
out twelve of the lights should the heat be too 
intense. I am using light bulbs of fifty watts 
and by test I find that the twenty-four gen- 
erate a heat of one hundred fifty degrees 
Fahrenheit, (150 F.) in the box and I allow 
my patient to sit there twenty or twenty-five 
minutes prior to massaging. Heat thus ap- 
plied softens up secretion and by inducing 
hyperemia helps to get rid of the condition 
of the gland. 


Authorities state there are three types of 
cases in which massage is said to be the most 
beneficial, viz: simple catarrhal prostatitis, 
chronic parenchymatous prostatitis and aton- 
ic or atrophic éonditions of the prostate and 
seminal vesicles, also frequently in benign 
hypertrophy of the prostate massage will 


serve to prevent an attack of acute conges- 
tion. 

Kretchmer has compiled several cases of 
true calculi expressed from the prostate by 
massage. 

To the general practitioner looking for foci 
of infection, especially in arthritis and neu- 
ralgic disturbances (and I desire to emphasize 
the importance of not overlooking this much 
neglected and abused gland in seeking for 
these various foci of infections) prostatic 
massage is a procedure of importance. Au- 
thorities in this line of work have frequently 
called attention to the connection between 
arthritic conditions and dormant gonorrheal 
or secondary bacterial infections of the pros- 
tate gland and seminal vesicles, yet I think 
too often we attribute many of these disturb- 
ances to idiopathic causes when careful and 
painstaking investigation would bring to light 
the cause and point out the way to relief for 
our patient. 


In conclusion I wish to state I have pur- 
posely omitted mentioning the operative treat- 


I 


ment, vasectomy or vasotomy, also the intra- 
venous use of urotropin which is being strongly 
advocated and which I have used in a few 
cases with seemingly good results 


A. M. A., October 14, 1922. 


Jarbara, California. 


Reference J 
(eo. F. Farman, Santa 


TRAUMATIC ABDOMEN* 


I. B. OtpHam, M.D. 
M USKOGEE 
My reason for presenting this subject is not 
that I have anything original or anything 
that I feel may be of particular interest, but 
just to call to mind some of the every day 
cases that may come to any of us, that we 
may have in mind some of the important 
symptoms and the proper course to pursue. 


I shall not include under this head stab 
wounds or gunshot wounds, but I will attempt 
to call your attention to some of the obscure 
injuries to the abdominal viscera resulting 
from external violence. 

The literature is practically nil on this sub- 
ject, so I shall only attempt to relate some of 
the conditions that have come under my ob- 
servation. 

The injuries under this subject may be to 
any of the viscera; the liver, spleen, stomach, 
intestine or mesentery. 








*Read before Section on Surgery and Gynecology, Annual 
Meeting Oklahoma State Medical Association, Tulsa, May 
15, 16, 17, 1923 
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Marks of external injury are no guide as to 
the amount of injury to viscera, as we often 
find extensive injuries to the viscera with no 
evidence of injury to the surface of the body. 


Cases of injury to the abdominal region 
should be kept under very careful observation 
bearing in mind the fact that the symptoms 
of internal injury may be delayed for several 
hours, especially when the injury is to some 
organ other than the intestinal tract. 


Rupture of some portion of the intestinal 
tract causing leakage of intestinal contents 
into the abdominal cavity will give immediate 
symptoms similar to those found in rupture 
from any cause, ruptured appendix, perforat- 
ing gastric ulcer, ruptured gall bladder or 
perforating typhoid ulcer, while injury to the 
liver, spleen or mesentery may, and usually 
do, evidence symptoms after several hours or 
until enough hemorrhage has occurred to 
cause symptoms of hemorrhage or irritation 
to the peritoneum. 


It is well for us to determine as near as 
possible just what organ in the abdomen is 
injured before we open the abdomen as it is 
all important that operations of this char- 
acter of cases should be shortened to the least 
time possible. 


I will give for what they are worth some 
of the different symptoms arising from injury 
to the abdominal organs. In rupture of spleen 
the symptoms of hemorrhage and shock oc- 
cur at once with the pain referred to region 
of spleen and according to Eugene H. Pool, 
Boston Journal, March 1923, in all injuries 
to the spleen pain is often referred to the left 
shoulder region, also the rigidity is more pro- 
nounced on the left side, while in injuries to 
liver the bleeding is usually not so severe, and 
the shock not so great, and the pain is in 
upper right abdomen. 

The stethoscope is of use in that, in injuries 
to the intestinal tract we find arrested peris- 
talsis, the rigidity is greater and more con- 
stant in intestinal injuries than in injuries to 
the other viscera, the abdomen presenting a 
doughy feel with other injuries. 

After an operation has been decided upon, 
some findings on first opening the abdomen 
will help us to determine just where to search 
for the injury, if the injury is to the liver we 
will find free blood stained with bile with no 
clotting, due to the presence of bile. This 
should at once direct us to the liver. Of 
course fecal matter will direct us to the in- 
testinal tract while red blod or clotted blood 
should indicate hemorrhage either from the 
spleen or mesentery. 

Prompt surgical treatment should be given 


in all injuries to the abdomen even where 
some doubt may exist as to the nature of in- 
jury. I would not be understood as recom- 
mending reckless interference, but a simple ab- 
domen incision will do no harm and may be 
the means of saving a life. 

In lacerations of the liver approximation 
with catgut, using care to place the sutures 
just tight enough to hold the edges of the 
wound without cutting the tissue and close 
abdomen without drain, prognosis is good. 


In lacerations of the spleen, the prognosis 
is always bad. According to Pool’s article, 
51.8 per cent die within one hour from hem- 
orrhage while 84 to 96 per cent of the cases 
treated conservatively die. He gives as the 
operation of choice splenectomy with a mor- 
tality of 60 per cent. 

In all cases where hemorrhage is present, 
and the injury is not found in the liver or 
spleen, careful search should be made for in- 
jury to the mesentery giving rise to the bleed- 
ing. 

In ruptured intestines such repair should be 
done as indicated in the case at hand. 


I have four cases to report: two laceration 
of liver, one rent in mesentery, and one oper- 
ated and no injury found. 


Case One: A boy sixteen years old, was 
run down by a farm wagon the wheels pass- 
ing over abdomen. Accident occurred about 
five P. M. After the injury he walked about 
one-half mile to his home and was out around 
barn, complained only of slight pain. After 
retiring for the night, he was awakened about 
oné A. M. with severe pain in abdomen. 

The family physician was called and found 
him in shock. On entering the hospital the 
next morning, he had recovered from shock, 
abdomen was slightly rigid and doughy, peris- 
talsis was present which caused us to con- 
clude that the injury was not to the intestine. 
On opening the abdomen we found abdomen 
filled with liquid, bile stained blood and no 
clots, a rent in the lower border of the right 
lobe of the liver, about four inches long was 
found, this was sutured with catgut, all blood 
mopped out and abdomen closed without 
drainage, recovery without complication. 

Case Two: Child three years old run over 
by binder. No external injury. Seen within 
two hours by physician, was in’shock. After 
giving enema with no result, child was 
brought to hospital about four hours after 
injury. 

On opening abdomen bile stained liquid 
blood was found with no clots, a rent in liver 
about two inches long at the junction of right 
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and left lobes, this was sutured with catgut, 
blood mopped out and abdomen closed with- 
out drainage. On third morning after opera- 
tion child was smoking his Dad’s pipe and 
left hospital at end of the week. 


_ Case Three: Girl nine years old run down 
by automobile, wheel passing over abdomen. 
Was seen by me within half hour and at that 
time was complaining of considerable pain in 
abdomen. The abdomen was rigid, some 
slight abrasions on skin. 


She was taken to hospital and after about 
three hours the pulse became more rapid, ab- 
dominal rigidity more marked and tempera- 
ture 99 c. 


On opening abdomen, no injury was found 
except a rent in the mesentery about one and 
one-half inches long, which fortunately did 
not involve the large vessels, however, there 
was a quantity of red blod and clots present. 


The rent was sutured with catgut and ab- 
domen closed without drainage. 


Case Four: Boy nine years old fel! from 
auto truck, the rear wheel passing over the 
body. 


This boy was seen by me about half hour 
after accident. He was complaining with 
severe pain in abdomen, he had expectorated 
small amount of bright red blood, had slight 
abrasion on right side of chest, no pain in 
chest and recovered from shock which was 
slight. 


Abdomen was rigid from start, pain on 
pressure over upper right abdomen. X-Ray 
found chest negative. 

With the absence of chest symptoms and 
the rigid abdomen pain, operation was decided 
upon for supposed abdominal injury. 

On opening abdomen nothing was found, 
abdomen closed. On second day after opera- 
tion there was considerable blood expector- 


ated. Aside from the blood no other chest 
symptoms developed. The boy recovered 
rapidly. 


This case is reported to illustrate the sim- 
ilarity of the symptoms, especially in chil- 
dren, of abdominal and chest injuries. The 
abdominal rigidity is often present and pain 
is more often referred to the abdomen than to 
the chest. This also is true in pneumonia in 
children, which is oftentimes mistaken for 
acute appendicitis. 

I quote from an article by C. Fremont Vale, 
J. A. M. A., Feb. 3, 1923. “A SIGN IN AB- 
DOMINAL RIGIDITY.” 


“Rigidity of the abdominal muscles, mo- 


mentarily relaxing at the end of expiration, 
points to an intrathoracic lesion. When the 
lesion is intraperitoneal, the rigidity is usually 
constant. This type of abdominal rigidity is 
particularly marked in traumatic chest condi- 
tions.” 


Had I seen this article before and had ob- 
served this, the last case probably would 
have been correctly diagnosed before opera- 
tion. 





Discussion: P. P. NESBITT, M.D., MUSKOGEE. 

In discussing this subject I wish to make 
some further remarks about one phase of the 
traumatic abdomen, that is, injuries to the 
gastro-intestinal tract. Rupture of some por- 
tion of the gastro-intestinal tract is the most 
frequent serious intra-abdominal injury from 
external violence. 


The most frequent manner of the infliction 
of these injuries is for the viscus to be com- 
pressed with crushing violence against the 
vertebral column or the ilium, however, if the 
viscus is full it is not necessary that it be 
compressed against a bony structure, especial- 
ly if the violence is a sharp blow, such as 
the kick of a horse. 


Owing to its thick walls we sometimes 
have an incomplete rupture of the stomach. 
The mucosa and even the muscular coats may 
be ruptured and the serous coat remain in- 
tact. The injured person may vomit blood in 
varying amounts and for a variable length of 
time, but on operation no leakage is found, 
and if not operated peritonitis does not de- 
velop. With complete rupture of the stom- 
ach with escape of gastrict contents into the 
peritoneal cavity peritonitis follows, but as 
a rule it is not as virulent nor as rapidly pro- 
gressing as that following rupture of the 
lower intestines. 


If the intestine is full at the point of rup- 
ture there is immediate leakage with rapid 
developing peritonitis. But if the viscus is 
empty at the point of rupture there may be 
surprisingly few immediate symptoms of 
severe injury. This was explained by Nich- 
olas Senn as being due to the contraction of 
the muscular coats for several inches above 
and below the point of injury, thus prevent- 
ing leakage until the muscles were exhausted 
and peristalsis forced the intestinal contents 
to the point of rupture and leakage occurred. 
Such cases may go for twenty-four hours or 
more from the time of injury until serious 
symptoms begin to develop. 


The early symptoms of serious intra-ab- 
dominal injury are varied and none of them 
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constant, making a definite diagnosis often 
impossible to make in time to save the life of 
the patient, as the mortality rate rises very 
rapidly with the increase of the time inter- 
vening from the time of injury to the time of 
operation. Of the various symptoms perhaps 
the most reliable ate continuously increasing 
pulse rate, and persistence of pain for six 
hours or more. However, we should not de- 
lay operation waiting for any one symptom, 
or group of symptoms to develop. This being 
the case we must oft times urge operation on 
suspicion only. To prevent later legal trouble 
we should make it a rule to acquaint the pa- 
tient of this and to have reliable witnesses 
to the fact that he so understands it. 

The important things in operative proced- 
ures in rupture of the stomach or intestines 
are, early operation, repair of the injury, and 
adequate drainage. This should always in- 
clude a supra-pubic drain to the bottom of 
the recto-vesical pouch, and keeping the pa- 
tient in the Fowler position. If the injury is 
very extensive and the condition of the pa- 
tient bad, the suture of the injured intestine 
to the abdominal wall forming an intestinal 
fistula is advisable as a temporary measure. 


Full doses of morphin given after a diag- 
nosis is made is a life saving measure to tide 
the patient over until he can be brought to 
operation, but if given before a diagnosis is 
made or line of treatment is decided upon it 
will mask the symptoms and often give pa- 
tient and doctor a false sense of security until 
it is too late to save life. 





INFLUENZA: SOME OF THE MANY 
COMPLICATIONS* 
H. M. WiiuiaMs, M.D. 
OKLAHOMA CITY 





The subject matter of this paper embodies 
a broad field for consideration. In present- 
ing it, we can only consider some of the more 
practical phases and leave to your considera- 
tion for more detailed discussion. Endless 
research by competent men in the medical 
profession in most every department of med- 
icine, has been made on this subject during 
the last few years but as yet, we are prac- 
tically unable to cast any real light upon the 
subject as to the cause and epidemiology of 
this wide-spread and most fatal of diseases 
that was not possessed by our predecessors. 


During the recent epidemic, a considerable 
data was collected which leads to a more 





*Read before Section on General Medicine, Neurology, Pathology 
and Bacteriology, Annual Meeting Oklahoma State Medical 
Association, Tulsa, May 15, 16, 17, 1923. 
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thorough understanding of some of the many 
complications of influenza, some of which we 
will briefly consider including the opinions of 
some of our ablest writers on this subject add- 
ing a few of the writer’s personal observations. 


In considering the subject of influenza, we 
are dealing with an epidemic disease—one 
that we do not come in contact with in the 
more severe types except at intervals of ap- 
proximately twenty or more years time 
Though a disease that has been known to the 
medical profession for a considerable period 
of time, there has been but very little written 
on the subject until quite recent years. 


Dr. H. A. Freund, in speaking on this sub- 
ject, states as follows: 

“At no time in the history of a great epi- 
demic was there a better opportunity for 
studying the cause, the mode of transmission 
and the epidemiology of influenza than dur- 
ing the recent outbreak. By modern means 
of scientific investigation, by recruits in 
camps, individuals making personal sacrifices 
in groups, boards of health, and departments 
of both Army and Navy, an unusual oppor- 
tunity was given for investigation, but addi- 
tional knowledge acquired in respect to this 
disease is of negative character.” 


To those of us who have observed influ- 
enza, it is a generally accepted theory that 
whatever the invading agent may be, it 
breaks down the bodily defense and permits 
the growth of other pathogenic bacteria, from 
which arise so many complications that are 
common to influenza. A few of these we will 
briefly consider. 


In the opinion of the writer, there are but 
a small percent of cases of influenza but that 
may be considered under some of the many 
subdivisions of the complications of this dis- 
ease. For the purpose of our discussion, we 
shall for convenience consider the complica- 
tions in the following order: 
1. Respiratory: 
(a) Pneumonia. 
(b) Bronchitis. 
(c) Pleurisy. 
(d) Empyema. 
(e) Tuberculosis. 
2. Nasopharyngeal and accessory sinuses: 
(a) Mucus membrane of throat includ- 
ing tonsils and pharynx. 

(b) Otitis Media. 
(c) Mastoiditis. 
Mastoid.) 

. Gastro-Intestinal. 
. Nervous complications. 
. Heart. 

. Kidneys. 


(Involvement of the 
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During the 1918 epidemic, the usual com- 
plications found, were those involving the 
respiratory tract, which in many instances 
resulted in pneumonia, the bronchial form 
being the most frequent type. To deter- 
mine whether pneumonia or a common cold is 
the complication is not at all times an easy 
matter, as there is no definite line of demar- 
cation; many of the symptoms are similar to 
ordinary colds. The mucus membrane of the 
respiratory tract is inflamed and a consider- 
able mucus is to be found at times in the 
bronchi. 


Bacteriological findings show the presence 
of the pneumococcus in common colds (in 
some localities) and also the presence of 
pneumococcus in influenza in a number of ap- 
parently uncomplicated cases. 

Gordon (Journal of Infectious Diseases, 
November, 1921) after having made a care- 
ful study of this subject, states as follows: 


“While the pneumococcus is observed in 
the various simple inflammations of the up- 
per respiratory mucus membrane somewhat 
more frequent in throats that do not show 
lesions and there is no increase in percentage 
as to region involved other than that which 
involves the bronchial region. And further, 
that. patients suffering with influenza show 
that there is a slight increase in presence of 
the pneumococcus over common colds.” 


Experiments carried out by many other in- 
vestigators contend, that as to frequency of 
pneumococcus in influenza and common colds, 
it may run different as to locality but results 
are practically the same. At.the onset of the 
recent epidemic, about twenty-five percent 
of all cases of influenza had pneumonia as a 
complication. We are not able to give ac- 
curate data, at this particular time, but we 
are of the opinion that pneumonia, as a com- 
plication, has, during the last two or three 
years, been greatly reduced. However, it 
might be reasonable to expect pneumonia as 
one of the frequent complications when we 
consider the fertile field. for its development 
presented by the inflammatory condition of 
the mucus membrane of the_respiratory tract, 
together with the low resisting powers of the 
patient to all invading organisms at this time. 
While most epidemics have made their appear- 
ance in early fall, yet they have continued up 
until late winter, the season in which the 
pheumococcus is most active. 

Bronchitis may be a complication. This is 
especially true when there is an involvement 
of the bronchi, extending from the trachea, 
and may be determined from pneumonia, by 
the absence of the characteristics, pneumonia 


breathing, and spots of consolidation area 
that may be outlined in the latter. 


Pleurisy, if encountered, may occur as a 
complication to or following pneumonia and 
when present, will present a definite localized 
pain and excruciating on deep breathing, to- 
gether with friction of tHe pleural cavity upon 
exhalation and inhalation. 


Empyema is encountered as a sequel to 
pneumonia. Many writers are of the opinion 
that this condition, as a complication, is more 
frequent following the influenza type, than 
in type of pneumonia unaccompanied with 
influenza. 


Tuberculosis: In many instances where it 
was thought to have been set up as a result 
of influenza, proved to be a pneumonia con- 
dition delayed in clearing up. Though many 
eases of arrested tuberculosis became active, 
for a period, it is doubtful if there are any 
more active cases of tuberculosis now than 
previous to the recent epidemic. The writ- 
er’s limited observations, in this respect, are 
that, rarely, patients suffering with active 
tuberculosis were attacked with influenza dur- 
ing this epidemic. This might be due to 
isolation of this class of patients. 


It has been observed in pneumonia, pleu- 
risy and empyema, as a complication to in- 
fluenza, in nearly all instances the strepto- 
coccus bacillus predominated. 


Nasopharyngeal and accessory sinuses. 
Laryngitis is one of the most frequent compli- 
cations met with in influenza. In fact, it is 
our opinion that this condition is always 
present in a more or less marked degree. This 
may be a contributing cause of the initial 
cough that so often accompanies this disease. 


This involvement may extend to the phar- 
ynx and trachea, resulting in the involvement 
of the mucus membrane of the trachea which 
produces a hoarseness and difficult breathing 
like that of diphtheria and sometimes diffi- 
cult to determine from that disease. 

Tonsils may be involved, especially so if 
they have been previously infected. Otitis 
Media, both as a complication and sequel, 


is very common. The presence of the in- 
flamed mucus membrane of the throat ex- 
tends along the route of the eustachian 


tube setting ‘up an otitis media—a con- 
dition that the writer has often’ met during 
the latter months of the recent epidemic. The 
involvement of the mastoid is a common oc- 
currence and the otologist has had to be con- 
sulted at frequent intervals relative to the 
latter condition and many cases of this type 
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have proven serious. 


Gastro-intestinal complications may arise. 
The epidemic of 1889-92 is spoken of by 
many writers as being one that involved the 
gastro-intestinal tract. During the great epi- 
demic that occurred in 1918, and which has 
extended to the present time, the writer hav- 
ing observed a large number of cases, was 
unable to find gastro-intestinal disturbances, 
as a complication, to any greater extent than 
any ordinary febrile disturbances might 
cause. 

Neurosis is not an uncommon complication 
and was said to be most manifested in the 
1889 epidemic. During the recent epidemic, 
it has proven to be a sequel to a number of 
cases, especially those of a neurotic tendency. 

The heart does not, as a rule, suffer a com- 
plication to any considerable extent. A dis- 
turbance of the nervous mechanism of the 
heart is not uncommon. Also a pericarditis 
and myocarditis are sometimes observed. 

Kidneys are rarely involved other than a 
slight febrile disturbance. 


Other unexpected and unusual complica- 
tions may arise or previously lesions that have 
been unobserved may make their appearance 
at this time, and yet not be a complication 
due to influenza. 


It has been almost five years since the last 
great epidemic of influenza and yet every 
winter since then, we have had outbreaks of 
importance in almost every locality. How- 
ever, they have not been so sweeping as the 
initiative, but yet of unusual consequence. 
Writers on this subject are of the opinion that 
it is the same as the previous epidemic called 
influenza though the symptomology, complica- 
tions, and age of those suffering the greater 
mortality have been different in many 
respects. As previously stated, the 1889 epi- 
demic affected the gastro-intestinal tract and 
the greater mortality was among the aged. 
But in the recent epidemic, the most common 
complication was in the respiratory tract and 
the greatest mortality was among he younger 
and young adult life. 

From the above, together with observations 
from personal contact with influenza during 
the past five years, we have made the follow- 
ing observations: 

1. That influenza is a disease of many com- 
plications. 

2. That not infrequently common colds and 
various throat complications are confused 
with influenza. 

3. That the nasopharynx and accessory 
sinuses are to a more or less degree involved 
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in the majority of cases. 

4. That bronchial or lobar pneumonia is a 
complication in about twenty-five percent of 
all cases. 

5. That whatever the invading organism, 
in many cases it affects the patient as to the 
course of disease and symptoms as a general 
septicemia. 

As a result of this low resistance to bac- 
teria invasion, we find in this type of pa- 
tients an unusually fertile field for their 
growth. We have further observed that some 
families or individuals posses a poor resisting 
power against certain complications. 

In a recent outbreak of influenza in a fam- 
ily of eight, all were affected including par- 
ents. Four members of this family developed 
an otitis media, the father being one of the 
four to develop this condition. While in 
others, all developed laryngitis, well defined. 

Again you will find entire families with the 
espiratory tract involved, to a more or less 
degree, including bronchi and lungs. 

Would it not be a fair conclusion that in- 
fluenza, in some measure at least, spends its 
force upon the vital organ of the individual’s 
weakness. That different individuals or fam- 
ilies possess different resisting powers to the 
same micro-organism. In influenza, there is 
liable to be one or more complications and 
they may spend their force upon any organ 
of the body. 

For the treatment of influenza, there is 
nothing definite to suggest further than sys- 
tematically dealing with the complications 
that may arise. Serology offers but little, 
if any, aid. The laryngologist and octologist, 
we have frequent occasion to use, as both 
ears and throat are often involved—the 
throat at onset, and ears either during the 
attack or as a sequel. 
Discussion: CARL PUCKETT, M.D., PRYOR 

The doctor has very thoroughly covered 
the field and I consider it a very valuable 
paper. We should have had it to read about 
the beginning of the recent epidemic in Jan- 
uary, this year. It seems that for the last 
few years influenza is like the poor—always 
with us, and for that reason new studies and 
reviewing of what we know about it is cer- 
tainly in order. 


As to the percentage of complications I 
feel that they should be taken from the epi- 
demics of 1920 and 1923, or a mean percent- 
age should be taken of these two epidemics 
and the most serious one of the fall of 1918 
for the one during war time was of more than 
average severity. 
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In Mayes County for the first four months 
of this year (1923) 1672 cases of influenza 
were reported and 200 cases of pneumonia. 
About the same ratio prevailed in the early 
1920 epidemic. Probably eighty per cent of 
the pneumonias followed or complicated influ- 
enza which would mean 160 cases or about 
a 10 per cent complication as contrasted to 
the 25 per cent as suggested by the paper. 

In regard to the other complications men- 
tioned in the article I agree with the author 
that they occur quite frequently; also, that 
most anything else might happen to a fellow 
that has influenza. In other words these 
army of germs are cowards, for influenza 
puts a man down for the count, and all other 
lurking hyenas of bacterial life pounce on him 
and the only way he can clean up on them is 
to have the underlying constitution to do it. 
Other complications I would lay stress on are 
those of the ear, heart and kidneys. In my 
experience otitis media is quite common and 


because of the erent prostration due to the 
disease heals slowly with the consequent 
danger of serious permanent injury. The 


heart complications are sometimes very dis- 
turbing and may be Endocarditis 
and pericarditis may be present and accounts 
for the disturbed mechanism of the heart 
The kidneys need to be watched on account 
great toxemia of the disease for it puts 


serious 


} 


oft the 
a strain on them that is hard to bear 


I had a case of empyema this spring from 
just plain influenza, at least that is what it 
seemed to me. Also, had one case of encepha- 
litis following influenza, terminating fatally. 

The doctor has given us much information 
on a subject we should study more and there- 
fore has rendered real service. It has become 
so common that we sometimes overlook its 
seriousness and anything that imparts knowl- 
edge and stimulates a desire for knowledge is 
the real thing. 





PROCEEDINGS OF THE UNIVERSITY 
HOSPITAL CLINICAL SOCIETY 


DR. HORACE REED, OKLAHOMA CiTy:A case of 
stone in the right ureter. 

Patient, male, age 33, coal miner, admitted 
to the hospital on stretcher 11-15-23. Chief 
complaint was acute, sharp, lancinating pain 
in right lower abdomen with radiation to 
small of back and right thigh. Because of 
pain he kept his right thigh flexed on abdom- 
en. He also complained of being chilly and 
was very nervous. He claims to have had 


pain in right side of abdomen while in army 
service but he does not know whether definite 


diagnosis of cause was made. For about 
nine months his present trouble has been al- 
most continuous. He has had radiation of 
pain into right testicle. During part of the 
time pain has been paroxysmal. For nine 
months he has been totally incapacitated for 
performing manual labor. Four months ago 
he had appendix removed but he experienced 
no relief from pain. He thinks that his con- 
dition since then, if changed, has been worse. 


Admitting diagnosis: Stone in right ureter. 
The diagnosis was confirmed by x-ray which 
revealed a shadow as of a ecaiculus in the 
lower end of the ureter, perhaps engaged in 
the bladder wall. 


Urological consultation was requested tor 
of determining whether removal 
of stone through intra-vesical instrumentation 
was feasible. Consultation was answered by 
Dr. Rex Bolend. Cystoscopy revealed no evi- 
dence of stone in bladder or ureteral orifice. 
Catheters passed easily to each kidney pelvis. 
X-rays with catheters in situ revealed stone 
dislodged from former position and lying on 
the brim of the pelvis. Another x-ray three 
days later showed that stone had descended 
about an inch. Following cystoscopy the 
urine was slightly blood tinged. He had a 
chill immediately following and 
his temperature ranged from normal to 103 
at the highest point during the next four 
days. Pain was less but signs of infection 
increased. He had had slight elevation of 
temperature before cystoscopy and there was 
no doubt that the urinary tract was infected 
prior to instrumentation. 


the purpose 


cystoscopy 


He came to surgery 11-26-23 with a tem- 
perature of 102.8. He had very decided ten- 
derness over right kidney with relative rigid- 
ity of muscles of right loin. 


Operation: Three and one half inch oblique 
incision centering opposite the anterior super- 
ior spine of right ileum and one inch medial to 
this point. The apponeurosis of external 
oblique and the internal oblique and trans- 
versalis muscles were split in direction of 
their fibres. The opening was enlarged by 
extending across the linea semilunaris, split- 
ting the anterior sheath of rectus abdominalis. 
The latter muscle was retracted toward the 
midline. The peritoneum was separated from 
lateral and posterior wall of abdomen well 
toward the mid-line. This uncovered the 
common iliac vessels of the right side. The 
ureter is firmly attached to the peritoneum 
and separates with the peritoneum from the 
wall of the abdomen. Without disturbing 
this relation with the peritoneum the ureter 
was transfixed with two silk strands for re- 
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between which the ureter was in- 
An eight-inch 


tractors 
cised in longitudinal direction. 
narrow alligator forcep was passed toward 
the bladder until impact with the calculus 


was felt. The stone was grasped with the 
bite of forceps and recovered with one at- 
tempt. Two fine catgut sutures closed the 
ureteral incision. These structures were 
placed external to the lining membrane of the 
ureter. A small soft rubber tube was placed 
so as to come near, but not in contact with 
the ureter and the incision closed as in an 
appendectomy. 


The patient’s temperature remained high 
for 24 hours, after which it fell rapidly and 
reached normal after about four days, where 
it has remained practically stationary up to 
the present. There was a small amount of 
drainage, mostly serum with perhaps a little 
urine for a few days. The tube was removed 
at the end of one week. The wound promptly 
healed. The patient is now free from pain 
and has no further signs of urinary disturb- 
ance 


Most ureteral caleuli will 
spontaneously. will lodge in narrow 
portions of the ureter and then passage may 
be facilitated by intra-ureteral instrumenta- 
tion. Various methods are employed through 
the operating eystoscope for this purpose 
But experience has shown that intravesical 
intra-ureteral instrumentation are hazardous 
in the presence of acute infection of the urin- 
ary tract. This patient had had obstructive 
signs extending back for at least nine months. 
He had evidences of infection, and it might 
be said, with reasons for suspecting a begin- 
ning degeneration in the right kidney at time 
of admission to the hospital. Ureteral cath- 
eterization without any other active manipu- 
lation caused a marked reaction. Further 
intravesical instrumentation was clearly con- 
tra-indicated. Removal of the calculus was 
an urgent necessity. Extra-peritoneal route, 
as above described, offered a sure, safe, and 
quick method of meeting the necessity. In 
other words this was clearly a case for gen- 
eral surgery rather than the urological spe- 
cialist. 


(omment: pass 


Some 


Discussion: DR. REX BOLEND. 


This case clinically is typical of stone in 
the lower part of the ureter. Our excuse for 
ureteral catheterization was to prove conclu- 
sively the diagnosis, ascertain the exact loca- 
tion, and determine if possible the feasibility 
of removing intravesically. 


The x-ray with shadowgraph catheter in 
situ revealed the stone apparently pushed up 
the ureter slightly from the position in first 
picture. The distance might be very little 
due to the position of the tube in making the 
exposure. 


Dr. Brasch says that 65 to 70 per cent of 
ureteral stones will pass unaided in three to 
six months. 


Ninety-five per cent of stones that have 
entered and reached the lower third of the 
ureter can be removed by manipulation such 
as injection of oil or glycerine above the 
stone, after having enlarged the ureteral ori- 
fice by clipping or dilating with increasing 


sizes of U. C. 


The exact location and size of the stone is 
very Important It is necessary to remember 
that there are three natural constrictions of 
the ureter. First, just after leaving the kid- 
nev Second, as it 


crosses the large vessels 
Third on entering the bladder wall. A stone 
lodged at any of these places of course will 
require some dilatation of the ureter before 
we can expect it to continue in its descent. 
Also after having gradually dilated the ureter 
much better results may be expected if it is 
possible tO pass the stone with the catheter 
and inject the oil or glycerine above. Thus 
the weight of the liquid is added to the lubri- 
cation and dilatation. 


So much success has followed this procedure 
(many urologists reporting as high as 95 per 
cent to 98 per cent) that the open operation 
should be resorted to only after repeated at- 
tempts at intravesical removal have failed. 


Case II: A Case of Carbuncle of the Back 
of the Neck. Patient, white, male, age 50. 
Occupation farmer. Entered the hospital on 
12-7-23 with an extensive destructive pro- 
cess involving the back of his neck. This 
began two weeks previously in the form of a 
boil. This was “lanced.” Immediately sev- 
eral boils formed around the primary lesion, 
and the process rapidly spread. Treatment 
had been poultices and incisions. 


There was no cessation of pain. The pa- 
tient has had no surcease from intense suffer- 
ing from the very beginning. His appear- 
ance was haggard and wan. He was extreme- 
ly septic. Temperature on admission 98. 
White blood count, 18900, with 95 per cent 
polymorphynuclears. Urine was free from 
sugar but contained trace of albumin and 
hyaline casts. The area of involvement on 
back of neck was about three and one-half 
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by five inches. The skin over at least half 
of this area was visibly necrotic. A muddy 
thin discharge oozed from numerous small 
openings. 


Operation: Under general (ether) anaes- 
thetic, removal of all necrotic tissue by scalp- 
el, scissors and curette was undertaken. 
Bleeding was very free at first but soon 
checked spontaneously. Areas of skin in- 
volved that showed any signs of vitality were 
preserved. A few days later another anaes- 
thetic was given and most of these areas, 
which had become necrotic subsequent to the 
first operation, were removed. After the 
first operation the patient’s condition was 
much improved although he still had some 
pain. After the second operation at which 
time all devitalized tissue was removed he 
has been entirely relieved. The dressings 
have been done once daily by packing the 
large defect loosely with iodoform gauze. 
Granulations are now springing up over the 
entire area. Skin grafting will probably be 
required before the defect is entirely covered 
over. 


Comment: This case is presented mainly 
to show what usually takes place whenever 
a carbuncle is not given proper attention in 
its early stages. The proper treatment for 
earbuncle is excision and no incision. I pre- 
fer to remove a carbuncle by means of double 
eliptical incision. These incisions are carried 
down to the aponeuroses outside the area of 
the carbuncle, one on either side. Everything 
between these incisions is removed in one 
mass. The wound thus made may be par- 
tially (or even completely) sutured or packed 
loosely with iodoform gauze and left to gran- 
ulate. Relief from suffering is instantaneous 
and compete. There are different methods 
advocated for excision than the one just de- 
scribed. I have not employed any of the 
other methods. 


Let me emphasize in closing that carbuncle 
is a lesion which urgently demands early 
treatment and that the treatment is total 
eradication and destruction. The morbidity 
by such treatment is three weeks or less as 
compared to three months or longer, or even 
loss of life when managed “expectantly.” 


DR. LEROY LONG: It is an interesting fact 
that the average carbuncle is produced by the 
same organism that produces the average fur- 
uncle. Both carbuncle and furuncle are pro- 
duced in the majority of cases by the staphy- 
lococeus aureus. In both cases the infecting 
organism enters by way of a hair follicle or 
sebaceous gland, producing an inflammatory 





process of the true skin and subcutaneous tis- 
sues. In one case a furuncle may be pro- 
duced, in another a carbuncle, the production 
of the one or the other depending upon, first, 
the resisting power of the individual and, 
second, the locality of the body in which the 
infection takes place. 


The most important of these determining 
factors is the resisting power of the individual. 
In the young and robust the resisting power 
is high, and a furuncle is produced. In the 
old and debilitated the same infection may 
produce a carbuncle. 


The back of the neck is the site of a large 
percentage of carbuncles on account of cer- 
tain anatomical peculiarities. In this region 
the skin presents diverging columns of fat 
(columnae adiposae), these being in close 
relation with the hair follicles. Pus finds 
its way from one of these columns to another, 
thus spreading over a wide area, and finally 
producing the multiple foci of necrosis char- 
acteristic of carbuncle. 


The plan of excising the entire area is a 
good plan if the patient is seen early, but, un- 
fortunately, most of these patients come to 
the surgeon after there is widespread involve- 
ment and marked disintegration of the tis- 
sues. In that case, it would seem safer to 
make crucial incisions, being careful to not 
go beyond the area of active infection. The 
angles made by the crossing of the incisions 
are raised up and cut off, after which hot 
fomentations are employed. In the occasion- 
al case, practically all the necrotic area may 
be removed. by blunt dissection with little or 
no bleeding, and when this can be done it 
would seem to be the proper procedure. The 
point I wish to make is tins: It is a dangerous 
thing to invade sound tissue except in those 
cases in which it is possible to remove the 
entire infected area. When this cannot be 
done it is, in my judgment, far safer to carry 
out the conservative procedure that I have 
just indicated. 


I wish to call attention to the extreme 
danger in connection with carbuncle on the 
face and especially about the upper lip and 
ale of the nose. In this locality there is a 
strong possibility of septic phlebitis through 
which infected emboli may be carried to the 
brain and other important structures. When 
we consider the fact that facial carbuncle car- 
ries the tremendous mortality of 50 per cent, 
its extreme danger is understood, and the ne- 
cessity for early radical operation, if pos- 
sible, is emphasized, even regardless of result- 
ing deformities. 





« 





Pa 


er =e 


ee 


oe 


ee 



















ome Re 





1 a 





JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 69 





CLINICAL SOCIETY, ST. ANTHONY’S 
HOSPITAL 


OKLAHOMA CITY 


RESUME OF COLLEGE OF ANESTHET- 
ISTS HELD AT CHICAGO, OCTOBER 
1923. 


DR. R. S. MACCABE. 


The success of surgery depends largely 
upon the anesthesia. Many new ideas were 
given at the recent College of Anesthetists 
held in Chicago last October. I shall only 
attempt briefly to give you a few of them and 
ask you to observe and report on them as you 
will. 


One of the most important things to re- 
member is that the success of the anesthetic 
depends upon the preparation of the patient 
such as: 


(1) Rest is very important in all cases 
and especially so in all heart complications 
or septic processes. The patient should be in 
the hospital for a few days prior to operation 
if possible. 


(2) Body fluids should be kept up to point 
of tissue saturation. 


(3) Body heat maintained. 


(4) The operating room should be between 
seventy and eighty degrees Fahrenheit. 


(5) A large operating pad from four to 
six inches thick should be on the table. 


It was shown by Dr. Barbour that patients 
to whom a preliminary intravenous injection 
of 3 per cent dextramaltose solution was given 
maintained a more normal body heat during 
and after anesthesia. He explained that all 
anesthetics produced a dehydration of tissues 
and the use of the dextramaltose solution 
overcame this to a great extent. The pa- 
tients had less vomiting afterwards. 


Dr. Souther states that he noticed there 
was less complication following anesthetics 
given during the Spring and Fall due to the 
increase of humidity and advises against 
anesthesia given during extremely hot 
weather. 

ETHER ANESTHESIA 

To me it is quite surprising to learn that 
ether acts as a heart depressant, but Dr. 
Dooley of Syracuse University experimented 
on animals by giving ether in normal saline 
solution through the carotid artery. Even 
after he had severed the vagus nerves he 


found that after giving it to the animal there 
was a distinct fall in blood pressure and an 
increase in the respiration. 


Dr. Kruse studied the metabolism of ani- 
mals during ether anesthesia and found that 
it was reduced varying according to depth of 
anesthesia. Not all the oxygen was con- 
verted into carbon dioxide but was used in 
the oxidation of the body. He also studied 
the concentration of the ether given and 
found that it was important to give it greater 
than from 7-16 per cent with the mask. At 
this point all reflexes were gone. The aver- 
age for a male person was 6 per cent and a 
female was 3 per cent. Henderson injected 
air into the abdominal cavity of animals and 
after a prolonged anesthesia he withdrew the 
air and found it to contain only 4 per cent 
ether. This, he thinks, is the blood concen- 
tration. Dr. Berges showed that patients to 
whom ether was given by bubbling oxygen 
through the ether maintained the normal cal- 
ories better than those to whom air was used. 


NITROUS OXIDE 

Dr. Green of Missouri University has ex- 
perimented with the use of nitrous oxide in 
his studies of physiology. He states that the 
nitrous oxide yields oxygen to the blood. 
Hence it is the anesthetic of choice as it has 
no protoplasm effect and is non-injurious. 
He found that the blood oxygen varies from 
9-20, 6 per cent according to depth of anes- 
thesia, but from 8 per cent-12 per cent is the 
most comfortable stage to maintain. Dr. 
Mennell of London, has tried giving various 
infusions intravenously for anaesthesia. His 
first was with the use of a 5 per cent 
mixture of ether in normal saline, but found 
that it depended greatly upon the free use 
of premedical administration of morphine 
and scapolamine. This, however, he found 
to be contra-indicated in all brain surgery. 
Another one was the use of 5 per cent solution 
of hertional in normal saline. It was given 
in the median vein at the rate of 100 ce. per 
minute. Uusually after 400 c.c. were given 
anesthesia was produced and he continued at 
the rate of 60 c.c. per minute throughout the 
operation. In sixty cases he used a 10 per 
cent alcohol solution in normal saline and 
found it very satisfactory. He especially 
recommends in all brain surgery the giving 
of ether and oxygen by the intra-tracheal 
method, but cautions the practice of taking 
frequent readings of the blood pressure in all 
kinds of anesthesia, as by its use frequently 
a fall in blood pressure will warn the operator 
of impending danger sometimes as long as 
ten minutes before physical signs make their 
appearance. 
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ETHYLENE 

One of the most interesting subjects intro- 
duced was that of ethylene. This, as you 
know, was experimented and perfected at 
the Chicago University of Dr. Lockhart. It 
was prepared formerly by the action of ethy] 
alcohol on sulphuric acid, but later perfected 
by the action of ethyl aleohol on orthophos- 
phoric acid Hence it is to be considered as 
dehydrated ethyl-alcohol. After having ex- 
perimented on frogs, mice, rats, pigeons, he 
found that when it was given in as high con- 
centration as 80 per cent-90 per cent with 
oxygen, produced and the 
animal recovered in from three to five min- 
utes without any after affects. So it was 
later tried at the Presbyterian Hospital by 
Dr. Herbs and associates on humans for 
various operations. They found that when 
given in mixtures of from 80 per cent to 90 
per cent with oxygen, anesthesia was pro- 
duced in half the time necessary for the use 
of nitrous oxide. The patient remained pink 
and had relaxation as if ether had been given. 


anesthesia was 


Vomiting occurred in two per cent of the 
eases and after five minutes the patients 
were awake and with their minds clear. Very 
few suffered from gas pains following its 
prolonged use. 


The study of its physiological effects are 
worth notice. By its permitting the use of 
oxygen in larger volumes than with nitrous 
oxide, the patient maintains a pink rosy color. 
The respirations are slower but deeper. The 
skin is dry to moist. The spectroscopic ex- 
amination of blood failed to reveal any 
characteristic absorption band resulting from 
the possible union of unsaturated ethylene 
with the hemoglobin. - No effect was found 
on the kidneys after its use. No effects on 
the blood pressure were noted after anes- 
Failure was noted in about one per 
Even ether did not smooth 


thesia. 
cent of the cases. 
these anesthesias. 


Some of the advantages quoted by Luck- 
hart. 


(1) Deep surgical anesthesia can be rap- 
idly induced by ethylene without any sense 
ol asphyxia, but on the contrary with a sense 
of well being and comfort. 

(2) Analgesia comes on early, apparently 
long before complete surgical anesthesia is 
established. 


(3) At a time when there is complete mus- 
cular flacidity, the pulse rate is slightly de- 
creased, if changed at all; respirations are 
slow but regular, and the countenance normal 
in color for the individual, or slightly paler. 


No cyanosis was ever observed. No subject 
ever showed any sign even suggestive of 
asphyxia. 


(4) The induction of anesthesia was in no 
way unpleasant except possibly for the first 
few inhalations of the concentrated gas, which 
induced reflex swallowing. A period of ex- 
citement characterized by laughing or forced 
movement preceded the anesthesia in some; 
such signs were absent during in- 
as the person 


in others, 
duction. but were 1n evidence 
recovered from the anesthesia. 

(5) Reeove ry from the anesthesia was al- 
ways rapid on withdrawal of the gas mix- 
ture. In all, slight weakness and a sense of 
latigue Was experienced if the person arose 
from the couch almost immediately on wak- 
Vomiting occurred in one early dur- 
ing recovery. In some slight epigastric dis- 
tress was experienced temporarily. In others, 
a slight nausea persisted for several hours 
after the administration of the gas. In none 
was the nausea so pronounced or so prolonged 
as to interfere with the ingestion of the next 
meal. 


ing up. 


The objections are: 

(1) It is inflammable in mixtures of 96 
parts air and should not be used in the pres- 
ence of a flame or an electrical spark. 

(2) The expense is about the same as that 
of nitrous oxide. The tanks are the same as 
nitrous oxide but the pressure is only about 
half the same. Hence the volume is reduced 
accordingly. 

As to the tanks being again used for nitrous 
oxide, I understand it only needs to be washed 
thoroughly and either gas can be inserted 
without harm. 

Ethylene is administered about the same 


as nitrous oxide. 


Anesthesia is first started 
by giving the patient straight oxygen for the 
This is to gain th 


first few inhalations. 


confidence of the patient and saturate the 
blood with oxygen, then the ethylene is grad- 
ually added until a mixture of 80 per cent 
ethylene and 20 per cent oxygen is reached. 
After a few inhalations the oxygen is reduced 
to about 15 per cent and this mixture con- 


tinued, varying as necessary according to the 


patient’s condition. Never use any prelim- 
inary drugs as morphine or scapolamine, but 
after the operation it may be given if neces- 


sary to relieve pain. 
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EDITORIAL 





SOCIETY MEMBERSHIP A THING OI 


VALUE 


It is slowly dawning on the minds of 
tain men and localities of our state that mem- 
bership in a medical society is a thing of real 
tangible value, 
use the vernacular, 


cerT- 


not to be overlooked. or to 
“sneezed at” upon occa- 
sion. This state of mind has been brought 
about by many but at the head 
stands medical defense, then, trailing off are 
many others not necessary to enumerate. In 
this connection we wish again to call atten- 
tion to one thing which has apparently been 
overlooked. That is that by the flimsiest 


factors, 


pretext a member may be deprived of mem- 


bership for any reason from the fact that he 


euts his hair not to sult to local gentry or 
commits offences of the nost grievous im- 
port. In either event the constitution and 


bv-laws of the and American 


Medical 


county, state 


Associations provide plain, explicit, 


easily understood methods of procedure, all 
of which must be followed if the member 
happens to be cast in pugnacious or similar 
mould Wi NAVE | id a great det of trouble 
lately over the time-worn maneuver of thi 
county secretary, “upon motion duly record- 
ed” wherein the members’ dues ar simply 
returned, sometimes with, often without ex- 
planation; neither attitude, however, availing 


if the member so wronged appeals to the 


higher body for a hearing 
It should be 


affect 


understood that none of these 
the 


In more than one case 


actions members rights in the 


slightest. courts have 
redressed these matters, and not to the credit 
of the society either. Our laws provide for 
the disciplining of any member by the bring- 
ing of charges against him, regardless of 
where he may be when the alleged act is com- 
mitted. This arrangement especially takes 
into consideration those members who, remov- 
ing from the jurisdiction of their county so- 
cieties, go to other and there 


some county 


commit some alleged offense. These may be 
tried by the county taking cognizance of the 
matter exactly as if the member were tried 
by his home society. 

MEETING 


STATE MEDICAL 


Oklahoma City, May 13, 14, 15 


COMMITTEES. 


(;eneral Chairman Dr. W. H 


Chairman 


Badges 


llen 


Dr. E. P. A 


Committee on Registration, and 
Information: 


Dr. Carroll M. Pounders Chairman 


Committee on Finances: 


Dr. W. W. Wells 


Committee on 
Dr. S. E. Frierson 


Chairman 


Enrollment: 
Chairman 
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DOCTOR CARL PUCKETT 


State Commissioner of Health, Oklahoma, born October 31, 1882, at Rogers, Arkansas. 
Educated in the Public Schools, and Rogers Academy, and graduated in medicine from 
the St. Louis College of Physicians and Surgeons. Located at Pryor, I. T., and 
practiced there until the present time. County Superintendent of Health for 9 years for 
Mayes County. 


“T am expecting the hearty co-operation of all physicians, as I 
need their help in making this Department what it should be. We are 
expecting reports on all infectious or reportable diseases, and births 
and deaths as required by our regulations and laws. To make Okla- 
homa recognized by the U. S. P. H. S., or rather a part of the 
United States, so far as these statistics are concerned, physicians must 
do their duty in making these reports and rendering all other service 
required, or more, as good citizens.” 
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Editorial Notes—Personal and General 











DR. JAMES ROLLO, Shattuck, is removing to 
Lubbock, Texas. 





DR. EMILE ROY, Tulsa, has removed to Howey, 
Lake County, Florida. 





DR. MILTON MORROW. Muskogee, has re- 
moved to Great Bend, Kansas. 





DR. JESSE BIRD, Cement, has moved to 2531™% 
South Robinson Street, Oklahoma City. 





DR. F. B. FITE, Muskogee, recently attended the 
convention of the College of Surgeons at Fort 
Worth. 





DR. HUGH H. MONROE, Henryetta, has re- 
moved to Lindsay, where he will establish his 
practice. 





CUSHING BOARD OF HEALTH has received 
no reports of quarantinable diseases for the past 
six months. 

DR. H. C. MANNING, Cushing, has removed 
to a new home, a short distance from the Mun- 
icipal Hospital. 





DR. SHADE D. NEELY, Muskogee, was married 
to Miss Leila Roberta Hampton, at Tulsa, on Sun- 
day January 6, 1924. 





CUSHING and STILLWATER PUBLIC LIBRA- 
RIES are receiving “Hygeia” during 1924, with 
the compliments of Payne County physicians. 





PAYNE COUNTY secretary has received a card 
of thanks for a floral tribute from Mrs. J. H. 
Proffitt, wife of the late Dr. J. H. Proffitt of Yale. 





OKLAHOMA Board of Medical Examiners has 
just completed reciprocity upon the basis of ex- 
amination only with the Board of Medical Exam- 
iners with the State of Louisiana. 





PUSHMATAHA COUNTY MEDICAL SOCIETY 
elected the following as officers for 1924: Dr. 
H. C. Johnson, Antlers, President, and Dr. John 
A. Burnett, Crum Creek, Secretary-Treasurer. 





DR. JOHN P. COWMAN, Comanche, has re- 
moved to Oklahoma City, and announces the open- 
ing of his office at 218 American National Bank 
Building, practice being limited to internal med- 
icine. 





DR. C. D. ©'MMONS Stillwater, resigned his 
connection with the Oklahoma A. & M. College 
January 20, and expects to make his residence in 
Florida. He has been college physician at Still- 
water for the past ten years. 





MAYSVILLE, OKLAHOMA, says it has only 
one doctor, and wants another, asserting they have 
an excellent location for another active practi- 
tioner. Their population is 600 and they are sur- 
rounded by a very large and fine farming country. 


DR. E. M. HARRIS, Cushing, reports a “haul” 
of over $500 worth of contraband, recently. 





DR. and MRS. N. R. NOWLIN, Oklahoma City, 
have returned from a week’s stay in Texas. 





DR. C. W. BATES has returned to Quay, after 
spending several months at Three Sands. 





DR. T. O. CRAWFORD, Dewey, has returned 
from a post-graduate course at Tulane University. 





DR. L. A. MITCHELL, Frederick, was called to 
Alabama recently on account of his mother’s ill- 
ness. 





DR. R. T. EDWARDS, Oklahoma City, was called 
to Denver recently, by the serious illness of his 
mother. 





DR. A. H. BUNGARDT, Cordell, attended the 
College of Surgeons meeting at Fort Worth 
recently. 





DR. JOSEPH B. HIX, Oklahoma City, has re- 
moved from that place and reestablished his prac- 
tice at Altus. 





DR. WILLIAM J. CAVANAUGH, Cherokee, has 
moved to Amorita, Oklahoma, where he has estab- 
lished his practice. 





DR. and MRS. A. E. CARDER, Coweta, enter- 
tained a number of friends February 9th, it being 
their thirty-second wedding anniversary. 





YALE AND PERKINS members have been 
rather conspicuous by their absence from the 
Payne County meetings during the past two years. 





DR. CHARLES E. WHITE, Pawhuska, has re- 
moved to Muskogee, and has been appointed City 
Physician in charge of the new Muskogee General 
Hospital. 





MUSKOGEE COUNTY MEDICAL SOCIETY 
was entertained at the U. S. Veterans Hospital 
January 28th, as the guests of Colonel Hugh 
Scott, M. D., commander of the hospital. 





OKLAHOMA CITY’S new Physicians Building 
will soon be under construction, the contract hav- 
ing been awarded February 11th. The building 
will have a capacity of from 400 to 500 rooms. 





SEQUOYAH COUNTY MEDICAL SOCIETY has 
as new officers for 1924: Dr. T. F. Wood, Sallisaw, 
President; Dr. S. B. Jones, Sallisaw, Vice Pres- 
ident, and Dr. E. P. Greene, Sallisaw, Secretary- 
Treasurer. 





DR. LEILA E. ANDREWS, Oklahoma City, ac- 
companied by her sister Miss Mae Andrews, plan 
to sail June 20th, on an extended tour of Europe, 
visiting England, France and other countries, re- 
turning in September. 





WAGONER COUNTY MEDICAL SOCIETY met 
at Wagoner January 29th, and elected as officers 
for 1924 the following: Dr. T. J. Shinn, President; 
Dr. Samuel R. Bates, Vice President, and Dr. C. E. 
Hayward, Secretary-Treasurer, all of Wagoner. 
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WASHINGTON COUNTY MEDICAL SOCIETY 
met February 12 in the clinic room of the County 
Memorial Hospital, Bartlesville, in regular meet- 
ing. A paper was read on “Chronic Diseases of 
the Liver and Gall-Bladder,” followed by a dis- 
cussion. 

BECKHAM COUNTY MEDICAL SOCIETY 
elected the following for its 1924 officers: Dr. 
E. S. Kilpatrick, Elk City, President; Dr. W. D. 
Oliver, Erick, Secretary-Treasurer; Drs. Dewitt 
Stone, Sayre, J. M. Denby, Carter, and A. A. 
Huntley, Elk City, Censors. 


been having some very profitable weekly meetings 
during the past year. Drs. Adams, Harris, Hough 
and Manning entertained during the past month. 
The Society succeeded in cleaning up, by mass 
action, several old outstanding industrial injury 
claims, recently. 

MARSHALL COUNTY MEDICAL SOCIETY 
met on February 19 at Madill, and reorganized 
with the following officers: Dr. T. A. Blalock, 
Madill, President; Dr. P. F. Robinson, Madill, 
Vice President; Dr. W. D. Haynie, Kingston, re- 
elected Secretary-Treasurer, and Dr. John L. 
Holland, Madill, Delegate. 


PITTSBURG COUNTY MEDICAL SOCIETY 
met February Ist, at the hospital laboratories of 
the State Prison at McAlester, the guests of Dr. 
J. W. Echols, the prison physician. Following the 
business session, Dr. Echols presented a number 
of interesting clinical cases from the prison, 
which was followed by discussion of professional 
topics. 


OKLAHOMA COUNTY MEDICAL SOCIETY 
plans a medical library for Oklahoma City, which 
will be open to the public as well as the medical 
profession. For the present it is expected to 
have the library in a section of the Carnegie Lib- 
rary. Drs. W. L. Dersch, W. H. Miles and D. D. 
Paulus have been appointed a committee to col- 
lect and install the library. 


DR. FOWLER BORDER, Mangum, is reported 
in the race for the candidacy for the democratic 
nomination to the United States Senate. He has 
been for twelve years Mayor of Mangum, is a dir- 
ector in the State Chamber of Commerce, and a 
member of his county and state medical associa- 
tions. Dr. Border is a native of Texas. He took 
over the town of Mangum, as its Mayor, with a 
$15,000 deficit; he put the town on a cash basis 
and it now has $80,000 in its treasury, it is re- 
ported. 


STEPHENS COUNTY MEDICAL SOCIETY, in 
keeping with cancer month, at its next meeting, 
will have a symposium on “How to Diagnose Can- 
cer and Differentiate it From Other Diseases,” as 
follows: Cancer of the Skin, Dr. Pate; Cancer of 
the Eye, Ear, Nose and Throat, Dr. McMahan; 
Cancer of the Organs of the Chest, Dr. Long; 
Cancer of the Liver and Gall-Bladder, Drs. Whar- 
ton and Williamson; Cancer of the Stomach and 
Intestinal Tract, Dr. Wallace; Cancer of the 
Genito-Urinary Organs, Dr. Caracker; Cancer of 
the Female Organs of Reproduction, Dr. Weedn; 
Cancer of the Mammary Glands, Dr. Ivy; Cancer 
of the Rectum and Lower Colon, Dr. Nieweg. 


ST. ANTHONY’S HOSPTAL Clinical Society, 
Oklahoma City, met January 21 and elected of- 
ficers for 1924 as follows: Dr. L. J. Moorman, 
President; Dr. A. D. Young, Vice President; Dr. 
S. E. Kernodle, Secretary-Treasurer, and Dr. R. M. 
Howard, Chief of Staff. 

GREER COUNTY MEDICAL SOCIETY has 
newly elected officers for 1924 as follows: Dr. 
Ney Neel, Mangum, President; Dr. E. M. Poer, 
Mangum, Vice President; Dr. J. B. Hollis, Man- 
gum, Secretary-Treasurer; Dr. O. R. Jeter, Brink- 
man, Delegate and Dr. Frank H. McGregor, 
Mangum, Alternate. 


ATOKA COUNTY MEDICAL SOCIETY met 
January 28 at Atoka, and elected new officers for 
1924 as follows: Dr. Thomas H. Briggs, Atoka, 
President; Dr. Charles C. Rose, Atoka, Vice Pres- 
ident; Dr. Charles C. Gardner, Secretary-Treas- 
urer; Dr. J. S. Fulton, Delegate, and Dr. Thomas 
H. Briggs, Alternate, both of Atoka. 


OKLAHOMA CITY will soon have a Temple of 
Pain, says the Wichita (Kans.) Eagle, asking 
“Will it be sound proof?” The Temple referred 
to is the proposed new one million dollar office 
building, to be devoted exclusively to doctors 
and dentists. Wichita has no doctors and dentists 
office building. 


CARTER COUNTY MEDICAL SOCIETY cele- 
brated the birthday of Lincoln on February 12 with 
a banquet at the Hotel Ardmore. Following the 
banquet, an interesting program was provided, 
which lasted well into the night. Among the 
more prominent speakers were Dr. A. C. Scott, 
Temple, Texas, Dr. Horace Reed, Oklahoma City, 
Dr. Carl Puckett, State Commissioner of Health, 
Dr. LeRoy Long, Oklahoma City, and Dr. E. S. 
Lain, Oklahoma City. 


TULSA COUNTY MEDICAL SOCIETY is de- 
fendant in a half-million dollar suit instituted by 
Dr. C. M. Vaughn for alleged damages to his 
practice and reputation. He had been expelled 
from the Society on account of unethical prac- 
tices, but asserts that the real reason is his an- 
nouncement that he had installed an “oscilloclast,” 
invented by the late Dr. Abrams. Co-defendants 
in the suit are several of the Tulsa hospitals, who 
are alleged to have denied Dr. Vaughn the use of 
their institutions. 

PAYNE COUNTY MEDICAL SOCIETY will 
meet at the Court Room of the City Hall, Cush- 
ing, March 11th, 2:00 P. M. A committee con- 
sisting of Drs. Adams, Harris and Manning will 
present the following program: Paper, “Perni- 
cious Vomiting of Pregnancy,” Dr. Benjamin 
Davis; Case Report of an Uncommon Condition, 
Dr. Edward M. Harris; “Some Observations of 
Head Injuries,” Dr. Homer C. Manning; followed 
by clinics and case histories by all the member- 
ship. 

TRI-COUNTY MEDICAL SOCIETY at. its 
meeting a December, elected the following: Dr. 
A. S. Risser, Blackwell, President; Dr. J. C. Wag- 
ner, Ponca City, Vice President, and Dr. J. C. 
Hawkins, Blackwell, Secretary This Society is 
composed of Kay County, Oklahoma, and Cowley 
County and Sumner County, Kansas. It was 
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organized in 1922 and the meetings are held in 
rotation as to the Counties and are proving to be 
excellent and a success. Meetings are held three 
times a year and the County in which held is re- 
sponsible for the program and entertainment. 
Attendance is averaging 65. The last meeting 
was held at Wellington, Kansas, January 3lst, 
and there were sixty member present. The next 
meeting will be held at Ponca City, Kay County, 
some time in April. Any M.D.’s are welcome to 
attend and can inform themselves of the exact 
date by addressing Dr. J. C. Hawkins, Secretary, 
Blackwell. 


Dr. C. A Thompson, 
Muskogee, Okla. 
Dear Dr. Thompson: 

At the San Francisco Meeting of the A. M. A., 
a resolution was adopted by the House of Dele- 
gates asking that steps be taken whereby the 
hazard to infants life from accidental inhalation 
of zinc stearate powders be mitigated. A com- 
mittee was appointed by the Board of Trustees to 
investigate the matter and report at the 1924 ses- 
sion. The committee wishes physicians to make 
brief reports of such cases coming to their atten- 
tion. Do you think it worth while to give the 
matter some publicity through the State JOURNAL, 
editorially or otherwise ? 

Only last week I had such a case which almost 
resulted in a fatality. 

Respectfully yours, 
Carroll M. Pounders, M.D. 
532 Liberty Bldg. 
Oklahoma City, Okla. 


Any Oklahoma physician who has had or 


knows of a case to which the above would 
apply, will confer a favor by communicating 
the same to Dr. Pounders. (Ed.) 








DR. JAMES H. PROFFITT 


Dr. James H. Proffitt died Jan. 19, 1924, 
in Yale. Funeral services were conducted 
Sunday in Yale and the body was sent to 
Maryville, Tenn., for burial. Dr. Proffitt 
came to Oklahoma City from Tennessee nine- 
teen years ago and practiced in the city until 
1918 when he took charge of the Mabel Dale 
hospital at Yale. Besides his widow, he 
leaves a sister, Mrs. M. B. Witt, 229 East 
Fifteenth Street, and three brothers and two 
more sisters who live in North Carolina and 
Tennessee. Dr. Proffitt was a member of 
his County and State Associations, a Fellow 
of the A. M. A., and attended the Lincoln 
Memorial University Medical Department, at 
Knoxville, from which he graduated in 1898. 
He was 53 years of age, and made a specialty 
of Surgery. His last operation was done at 
Cushing Municipal Hospital November 19, 
1923. He had been staying at Brownsville, 
Texas, for some time in the hope of better- 
ing his physical condition, having been a 
sufferer from _ tuberculosis. His fellow 
members of the societies of which he was 
a member, and his many friends regret the 
passing away of an honored colleague and 
a good friend. 














DOCTOR GEORGE STRICKLAND 


On the morning of January 7, 1924, at 
8 o'clock, after months of suffering, death 
came quietly to another of Claremore’s good 
citizens in the personage of Dr. George 
Strickland. In ill health for the past twelve 
years and bedfast for the past four months, 
it remained for the hand of the Master to 
heal the pain and suffering. As he faced 
life bravely, so did he face death with a calm 
fortitude and a sureness that the trials and 
tribulations of this world only better fit the 
individual for the joys and peace of the 
world to come. Dr. Strickland knew that he 
was going to die and he was unafraid be- 
cause he knew that he had tried to live ac- 
cording to the teachings of God, and in 
death Dr. Strickland only claims a reward 
that he has earned as he traveled down the 
pathway of life. 

Dr. Strickland came to Claremore in 1909 
from Jenks, Oklahoma, where he was a prac- 
ticing physician. 

Dr. Strickland was a member of the city 
council at the time of his death, a member 
of the Guthrie Consistory, and a member 
of the Claremore Blue lodge and was also 
one of the faithful members and workers 
of the Claremore Methodist church. 

Dr. George Strickland was born in Fran- 
cisco, [nd., and at death was 66 years of 
age. He is survived by a wife, a son, James, 
a daughter, Mrs. G. C. Byers, of Burbank, 
two sisters, Mrs. Ella Farris, of Kansas 
City, Mo., Mrs. Walter White, of Chicago, 
lll, and a brother, Howard Strickland, of 
Ft. Branch, Ind. 

Dr. Strickland was a graduate of the Ken- 
tucky School of Medicine, Louisville, from 
which he graduated in 1883. He was a mem- 
ber of county and state associations and a 
Fellow of the A. M. A. 











RESOLUTIONS 

Since in His Infinite Wisdom, The Great Physi- 
cian has seen fit to remove by death from among 
us our esteemed Brother Dr. Geo. Strickland, and, 

WHEREAS, Dr. Geo. Strickland had been for 
many years associated with us and his Association 
we had come to love, therefore, 

Be it Resolved by the Rogers County Medical 
Society, that we have in the death of our Brother 
Physician Dr. George Strickland, sustained a loss 
which we keenly feel in our deliberations, and, 

Be it further Resolved that the County of 
Rogers and the City of Claremore has lost one 
who was untiringly in his labor for the betterment 
of the Community in which he lived. 

Be it further Resolved that a copy of these 
Resolutions be spread on the minutes books of 
the Rogers County Medical Society, a copy fur- 
nished the Oklahoma State Medical Journal, The 
Claremore Press and a copy mailed to the family 
of our departed Brother. 

Rogers County Medical Society, 
By your Committee, 
R. C. Meloy, M.D. 
Wm. P. Mills, M.D. 
A. M. Arnold, M.D. 
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1. CLINICAL CASE—BUNIONS (Hallux Val- 
gus). 


Mrs. M. K. White. Age 43. Housewife. Ad- 
mitted to the hospital January 26, 1922. Dis- 
charged February 6, 1922. Came for relief of 
painful feet. 


First noticed enlargement 
about 10 years ago. She thinks that wearing of 
short shoes started her trouble. The pain is 
limited to the metatarso phalangeal joint of each 
first toe, especially over the inner aspect. She 
states that it is almost impossible to secure shoes 
that do not aggravate the symptoms. There is no 
history of rheumatism. On examination of the 
feet we note first of all that the fore part of the 
foot is broad, as if the metatarsal bones were 
spread out fan shape. The big toe of each foot 
however deviates outward forming an obtuse angle 
at the metatarso-phalangeal joint which is red- 
dened, calloused and tender but there is no evi- 
dence of acute inflammation. The longitudinal 
arches are almost flat. 


Personal History: 


Operation: Incision curved upward over prom- 
inence; skin dissected downward exposing bursa. 
Fascia over joint incised in same line as skin 
and head of metatarsal freely exposed. A thin 
flat chisel is placed at a point well above the 
exostosis and the protruding portion of the head 
of the first metatarsal is removed and surface 
smoothed. The bursa was dissected from the 
fascia, which together with skin flap was sutured 
with fine chronic catgut. Only one or two ties 
of bleeding points were made and triple O catgut 
was used. The tenotome was inserted on opposite 
side of the joint and the outer lateral ligament of 
joint divided so that the toe could be pulled into 
proper alignment. A plaster shoe was applied 
which held foot in dorsi-flexion and first toes in 
adduction. 


After Treatment: Cast remained three weeks. 
Patient walked in them at the end of 8th day. 
When casts were removed Whitman braces were 
fitted to arches and a pair of stiff soled shoes 
with straight inner border were applied. 


Discussion: Relief is sought for pain in these 
cases and not for deformity. Early cases can be 
relieved by proper shoes and strapping, but when 
a bunion has become confirmed, palliative proced- 
ures are useless. Pads between first and second 
toes increase deformity by forcing the rest of the 
toes farther outward. Splints are very impractical. 
The removal of the head of the first metatarsal 
known as the Mayo operation should only be 
done in cases of extreme deformity. It shortens 
the toe, interferes with weight bearing and is more 
likely to cause Hallux Rigidus. Removal of the 
sesamoids should be done only in rare cases where 
their bursa is involved. Transplanting of the ex- 
tensor and other ingenious procedures are recom- 
mended but of little practical benefit. If the pa- 
tient is relieved of pain he is satisfied. Correc- 
tion of deformity is pleasing but not of prime im- 
portance. Removal of the protruding portion of 


the head of the first metatarsal as described by 
the writer is quick, efficient and all that is nec- 
essary in most cases. Proper shoes, and bracing 
for the arch must never be overlooked. 





Plaster Shoes After Operation 





2. ORTHOPEDIC PRINCIPLES.—From Arthur 
Keith’s “Menders of the Maimed.” Hugh Owen 
Thomas. 


Though little known before the late war, the 
Thomas splint has since immortalized the name 
Thomas. Born in 1834, he was destined to become 
an expert in Orthopedic Surgery because his 
father and forefathers were so called “Bone set- 
ters,” of wide reputation in their day. 

We have already seen that John Hunter pre- 
scribed “rest” as routine, and that John Hilton 
regarded rest as a most powerful aid to disordered 
tissues, but as Keith puts it, “Hugh Owen Thomas 
believed that an overdose of rest was impossible.” 
He made rest his Creed and Ritual. Thomas is 
quoted as saying “Rest must be enforced, unin- 
terrupted, and prolonged. Thomas cared little for 
the post-mortem room, operating room, or experi- 
mental laboratory, but it is stated that there never 
was a man who studied more persistently and 
observed more closely the manifestations of dis- 
ease and injury as seen in the living state. His 
field of experiment lay in his upper workroom 
where in workman’s attire he wrought the exact 
form of splint or machine which he desired for 
treatment of his cases. He made a statement at 
one time that “men admired my splints as if I 
were a blacksmith but the principles on which 
they were framed, they never could see.” He 
never thought in terms of muscles, but in parts. 
For instance he realized that the hip joint could 
not be fixed, and give rest, unless the dorso- 
lumbar region of the spine were also fixed. 

Movements of the knee also affected the hip 
and must be fixed to give the hip rest. Thus his 
hip splint, knee splint and many cases came 
through his keen observation of every day cases. 





4. BONE SURGERY.—The Lorenz Bifurcation 
Operation. A preliminary Report. By Dexter 
D. Ashley, M.D., New York Med. Journal and 
Med. Rec., Feb. 7, 1923. 


The author states that time and again patients 
have come to him with long standing deformities 
of the iliofemoral articulation—unstable, painful 
—due to disease, fracture, or congenital malforma- 
tion. For these patients he has been unable to 
suggest any satisfactory method of relief. 

The bifurcation operation of Lorenz has been 
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of great benefit in obtaining relief and it is a 
simple operation without any risk. The details 
of the technique are given, but are quite similar 
to those stated in the previous article. 

The broad application of this operaiton can 
hardly be appreciated at first glance. Foremost 
of the conditions to be benefitted is the old, un- 
united fracture of the neck of the femur. If this 
operation were applicable to this condition alone, 
it would be a remarkable addition to our surgical 
procedure. In the second place this operation is 
indicated in pathological, unstable conditions due 
to tuberculosis, acute infections, acute arthritis 
neonatorum. Third, it is available also in cases 
of old painful congenital dislocations, or patho- 
logical dislocations, after typhoid fever, osteomye- 
litis, and other similar conditions. 








EYE, EAR, NOSE and THROAT 
Edited by Jas. C. Braswell, M. D. 
726 Mayo Bldg., Tulsa 











CONCERNING THE SURGICAL TREATMENT 
OF GLAUCOMA: WITH SPECIAL REFER- 
ENCE TO MODIFIED ELLIOT-LAGRANGE 
TECHNIQUE.—Vail, D. T.: Ohio State M. J., 
1923, xix, 645. 


Acute inflammatory glaucoma, characterized by 
the sudden onset of great pain, marked oedema, 
chemosis, redness, and rapid loss of vision. This 
is treated by a von Graeffe iridectomy and the 
cure is usually permanent. 

Subacute inflammatory glaucoma, characterized 
by exacerbations of hypertension with intervals 
of apparently normal and slight or no ophthalmo- 
scopic evidences. Although eserine will abort 
each attack, operation should be performed before 
great damage is done. The Smith iridectomy is 
the author’s choice. 

Secondary glaucoma. 
quire surgical interference, 
cause. In some cases of cyclitis, paracentesis 
of the cornea may be necessary. After a needling 
or a traumatic cataract, corneal section with wash- 
ing out of the lens matter may be indicated. 

Simple glaucoma characterized etiologically, ac- 
cording to Fisher and Lane, by arterio-sclerosis 
of the nutrient vessels supplying the globe of the 
eye and clinically by a gradual decrease in vision 
and fields without a corresponding increase in 
tension. This should be operated upon before it 
is too far advanced. The author gives the follow- 
ing rule: Drop eserine solution into the eye suf- 
ficiently often to prevent hypertension so long as 
there is no further loss in visual acuity or in the 
field of vision, but operate when eserine drops 
fail to control the tension and maintain the acuity 
and field of vision in stata quo. In the author’s 
cases a modified Elliott-LaGrange operation has 
given the best results. 


This may or may not re- 
depending on _ its 





STUDIES IN THE USE OF SUCTION IN DIS- 
EASES OF THE NASAL ACCESSORY NASAL 
SINUSES.—Unger, M.: Laryngoscope, 1923, 
xxxiii, 691. 


Studies were made of the varition in the air 
pressure in the nose during ordinary respiration, 
forced inspiration, and forced expiration, and of 


the influence of these variations on the air pres- 
sure in the nasal accessory sinuses. 


It was found that suction was created when the 
subject sniffed strongly, and that “auto-suction” 
produced by inhaling as strongly as possible 
through the nostrils with the mouth closed, is an 
effective means of applying suction to the sinuses. 

The suction pump should be fitted with a vacu- 
um gauge more sensitive than those now used 
and with a by-pass valve so that the vacuum can 
be regulated. The vacuum necessary to draw pus 
from the sinus must be ascertained first by using 
a gauge with.auto suction or the pump, and the 
by-pass valve then set for that vacuum. The 
vacuum should be applied intermittently at inter- 
vals of a few seconds. The patient should be 
taught to use the auto-suction just as he is taught 
to use auto-polizerization. 


MASTOIDITIS WITHOUT INVOLVEMENT OF 
THE MIDDLE EAR.—J. Am. M. Ass., 1923, 
lxxxi, 1266. B. E. Hempstead. 


Mastoiditis without involvement of the middle 
ear must not be confused with latent suppurative 
otitis media which is associated with deafness and 
at times with pain, but in which there is no spon- 
taneous discharge of pus. The drum is lusterless, 
full and sometimes bulging, and pus appears on 
incision. 

The first was pre- 
infection 


Three cases are reported. 
ceded by furunculosis. The source of 
may have been the furunculosis or an otitis media. 
In the second and third cases there was a history 
of pain in the ear which disappeared without treat- 
ment within a very short time. In all of the cases 
the middle ear structures and the drum as well as 
the findings of the physical examination were 
negative. The swelling of the mastoid was the 
outstanding finding. Marked fullness of the su- 
perior canal wall external to the isthmus was 
noted. 


RECENT NASAL FRACTURES. Frank, L.: Ann. 
Otol., Rhinol. and Laryngol., 1923, xxxii, 768. 
Of the many appliances used in the past in the 

treatment of the fractured nose, few are employed 
today chiefly because most of them were built to 
meet the requirements of individual or hypothetical 
cases or for application to artificial lesions pro- 
duced on the cadaver. 


Injuries of the nose are divided into two pri- 
mary classes; injuries without loss of tissue and 
injuri¢s with detruction of bone, cartilage and 
soft parts. The supporting structures of the nose 
are subject to dislocations and incomplete or 
complete fractures. 


It is generally conceded that in the nose struc- 
tures firm union does not take place until late in 
the second week or even the third week. The 
sheet copper splint is the best retention apparatus. 
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KOLMER COMPLEMENT FIXATIONS AS A 
SPECIFIC TEST FOR SYPHILIS.—W. F. Hart- 
man, M.D., C. E. Reyner, B.S., Detroit, Mich- 
igan. Jr. of the A. M. A., Jan. 19, 1924. 





Specific complement binding substances in tis- 
sue of syphilitic, not known. 

In no possible way can tissue extract antigens, 
in common use, be specific. 

Complement binding substance more abundant 
at height of infection and not in the latter part 
of the disease as is the anti-body production in 
bacterial disease. 

Therefore, it seems logical to suppose the pro- 
cess in the Wassermann reaction in the nature of 
chemical reaction. 

The authors have made a most extensive and 
careful study of Kolmer’s technic and have 
checked it by parallel tests with their own and 
other modifications of the Wassermann reaction 
and with the Kahn test for syphilis. 

Conclusions: 

1. The new Kolmer technic was found superior 
to their own technic. It gave from 10 to 30 per 
cent more positives. 

2. It is less sensitive than cholesterinized an- 
tigen by the cold room fixation method, but gave 
no false positives. 

3. It is superior to the Kahn test because of the 
difficulty of reading the latter and because it gave 
25 per cent more positives. 

4. Of fifty-three cases that were weakly pos- 
itive by the Kolmer tests and negative by the 
other technics, not a false positive was found. 

5. Weakly positive reactions bear a new sig- 
nificance pointing to syphilitic infections. 

6. Conditions other than syphilis have given no 
confusing reactions. 

7. Despite its biologic non-specificity this new 
test is proving itself specific through practical 
experience. 





STUDIES WITH THE FOLIN AND WU BLOOD 
SUGAR DETERMINATION.—Vera E. Rothberg 
and Frank A. Evans, Pittsburg, Pa. (Journal 
of Biological Chemistry, December, 1923). 





After a long series of experiments reading 
various strengths of dextrose solutions against 
standard sugar solutions, the authors arrived at 
the conclusion that the two standards recommend- 
ed by Folin and Wu are insufficient. It was 
found that large errors resulted in many instances 
in which the standards used did not contain 
nearly the same amount of dextrose as the blood 
filtrate. In some instances the results varied as 
much as 15 per cent. 





A MODIFIED FOLIN AND WU BLOOD SUGAR 
METHOD.—Vera E. Rothberg and Frank A. 
Evans, Pittsburg, Pa. (Journal of Biological 
Chemistry, Dec. 1923). 

From the data in the preceding paper it was 
found that for accurate determinations the number 
of standards must be increased. To avoid this 


the following modification of the Folin and Wu 


method for quantitative blood sugar determination 
is recommended: (1) The unknown is diluted after 
the addition of the phosphomolybdate-phospho- 
tungstate sugar reagent until it is approximately 
the same shade as the standard instead of to a 
constant amount, before colorimetric comparison 
is made; and (2) this variable factor, the amount 
of dilution, is introduced in the final formula for 
calculating the amount of dextrose in the unknown. 
The tubes used are similar to the Folin and Wu 
sugar tubes, except that they are larger and grad- 
uated in steps of 2.5 cc.’s from 12.5 to 50 cc. In 
every other particular the Folin and Wu technique 
is followed. 

In calculating the results the original formula 
of Folin and Wu must be multiplied by the frac- 
tion, 

dilution of the unknown 


Dilution of the standard (25) 
using as the standard the equivalent of 100 mg. 
of dextrose per 160 c.c. of blood, the simplified 
formula would be 


80 x dilution of unknown 
—mg. of dex. 





reading of unknown 








per 100 cc. of blood. 





THE INFLUENCE OF DIET ON TEETH AND 
BONES.—Guttorn Toverud. (Journal of Bi- 
ological Chemistry, Dec. 1923). 

Dental caries has, until recently, been consid- 
ered more or less the result of local processes in 
the mouth, the general metabolism not being re- 
garded as playing any important part in the pro- 
cess of tooth decay. A number of investigators 
have studied the influence of antiscorbutic vita- 
min on teeth. Zilva and Wells have found definite 
histological changes in the dentin and pulp from 
animals on a diet deficient in the antiscorbutic 
vitamin. The normal orthodentin is largely sub- 
stituted by osteodentin. The chemical picture was 
also altered. A marked decrease in total ash and 
calcium oxide and a marked increase in mag- 
nesium was found. 

The author fed white female rats on a low cal- 
cium diet in order to study the effect of pregnancy 
on the teeth during a period of calcium deficiency. 
The rats, however, did not breed sufficiently to 
study the factor of pregnancy. 

Metabolism studies during the calcium defi- 
cient period showed, compared with animals on 
a control diet, a low calcium retention with an 
abnormally high magnesium retention. 

The blood calcium had fallen from between 11 
and 12 mg. of calcium per 100 cc. of serum in 
normal rats to as low as 5 mg. in rats on the diet. 
No tetany was observed. 

Chemical changes have occurred as a result of 
the low calcium diet both in the front teeth (con- 
stantly growing) and in the molar teeth (formed, 
not constantly growing). The chemical process 
in the two kinds of teeth seems to be a different 
one. Analyses of the molars show a reduction in 
the total ash, with a small decrease in the calcium 
and phosphorus and a small increase in the mag- 
nesium content. Analyses of the front teeth show 
a reduction in all respects. 

It is seen from these studies that it is possible 
to produce chemical changes in an already formed 
tooth by changing the diet. 
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TREATMENT OF CHILDREN IN THE HOME 
AND THE HOSPITAL.—John Zaborsky, South- 
ern Medical Journal, Dec. 1923. 


The home is the best place for the well child. 
The parental love and care received there are 
necessary for its well being. There it comes in 
contact with adults who are relatively immune to 
most of the contagious diseases. Institutional 
care has never been a satisfactory substitute for 
home care. This applies to the sick child as well. 
Being transported to a hospital and placed in a 
strange environment, being cared for by a strange 
nurse and deprived of the love and care of its own 
mother does not have a good effect on the child. 
The satisfaction that comes with being in its ac- 
customed environment, where it can be nursed and 
cared for by its own mother is a valuable thera- 
peutic aid towards recovery. The educated mother’s 
care and observation in most cases is worth more 
than that of a nurse to whom the child is a 
stranger. The man who intends doing pediatrics 
must prepare himself to do more efficient work in 
the home rather than the hospital. Most of the 
necessary treatment can be well carried out in 
the home. Even where a trained nurse is em- 
ployed, the mother should still be allowed to take 
part in caring for her child. The financial side 
of the question must also be considered. Hospital 
care is much more expensive than home care. The 
valuable aid that has been rendered by children’s 
hospitals in a scientific way is not discredited. 
The only types of cases for which hospital care 
is desirable are: (1) Cases requiring surgical 
care; (2) sick children who have no home; (3) 
some contagious cases and: (4) children in a 
critical condition from inefficient treatment at 
home. 


MEDICAL TREATMENT OF CONGENITAL 
HYPERTROPHIC PYLORIC STENOSIS.— 
James W. Bruce, Southern Med. Journal, Dec. 
1923. 





The condition is not so rare as it was formerly 
thought to be. Any baby less than two months 
old that consistently vomits its mothers milk, 
especially if the vomiting is at all forceful, should 
be regarded as a probable case of pyloric sten- 
osis until proved otherwise. The. classical signs 
are: Projéctile vomiting, visible gastric peristalsis 
and palpable pyloric tumor. The last named is 
often indefinite or impossible to demonstrate. 
Food retention in the stomach can be demonstrated 
by the stomach tube or x-ray. Every case should 
be treated medically first, and if that is unsuc- 
cessful should then be operated upon. 

In 1918 Sauer introduced thick cereal feeding 
in these cases. The thick pasty mass resists the 
reverse peristaltic movements of the stomach and 
Slowly passes through the pylorus. It is mechan- 
ically impossible to get it up. Fluids given at the 
time or later may be vomited, bringing some of 
the cereal with it. The giving of fluids is dif- 
ficult. 

A modification of Sauers original formula is 
used, consisting of: Whole milk, 1 pint; farina, 


4 level tablespoonfuls, and sugar, 1 level table- 
spoonful. Cook until cereal sticks to inverted 
spoon. Two hours in a double boiler is sufficient. 
One to three tablespoonfuls of this is fed at four 
hour intervals. Probably the easiest method of 
giving it is to cut a large hole in a hygeia nipple, 
fill the large rubber cup of the nipple with cereal 
and poke it through the hole with a clean finger. 
Another method is to take small quantities on a 
wooden tongue depressor and put them far back 
on the infants tongue. It is a tedious process and 
may require an hour to give 1 to 2 tablespoonfuls 
at first. They soon learn to swallow it better. 
Food made of rice flour or barley flour is some- 
times more easily given and better digested. 

The thick cereal is digested by babies with py- 
loric stenosis while normal babies contract diar- 
rhea from it. Probably the reason is that it is 
passed through the pylorus so slowly in the former 
that the intestines can take care of it. Attacks 
of diarrhea in these cases are considered favorable 
Signs. They are usually preceded by periods of 
unusually good gaining and freedom from vomit- 
ing, indicating that the pylorus is letting the food 
through more rapidly. When it occurs, cereal 
feedings should be stopped as they are usually 
able to take liquid feedings then. 

In milder cases it may be necessary to give the 
cereal only at alternate feedings. 

In difficult cases the most effective method of 
administering fluids artificially for a long period 
of time is by the nasal drip. A small catheter is 
passed into the stomach via the nares and con- 
nected with an ordinary murphy drip. 

The author has combined this method of feeding 
with the giving of large doses of atropine—as 
advocated by Haas. He begins with grain 1-1000 
and rapidly increases the dosage until at the end 
of twenty-four hours grain 6-1000 or 7-1000 is 
given with each feeding. Excellent results have 
been obtained. 

Surgery is indicated: 

(1) When it is impossible to get good nursing 
care for a long period of time, one to two months. 
Professional nurses are not necessary. (2) When 
a baby fails to gain on medical treatment after 
three weeks trial. 

(3) Where fluids are vomited and have to be 
given artificially for more than one week. The 
danger of intercurrent infection is so great here 
that longer medical treatment seems inadvisable. 


THE USE OF SALICYLATES PER RECTUM.— 
George R. Irving, Archives of Pediatrics, Dec. 
1923. 


The method of giving salicylates by rectum was 
taken up in an attempt to find a more generally 
satisfactory way of administering the drug. It 
was hoped that some of the untoward symptoms 
might be avoided, as upset stomach, loss of ap- 
petite, skin eruptions, etc. It was very desirable 
to do away with stomach irritation so the children 
would be benefitted by being able to take all the 
food possible. It was also felt that if untoward 
symptoms developed it would be of distinct ad- 
vantage to have the drug in such a position that 
any not alreayd absorbed might easily be with- 
drawn. 

The method was used in the wards of the Post 
Graduate Hospital (New York City) and in 266 
ambulatory patients. These latter were seen in 
the clinic on special days, but had their medical 
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treatment carried out in the home by one of the 
members of the family. Sodium salicylate was 
used. It was usually prescribed in four ounce 
mixtures—each fluid ounce containing five or 
ten grains of the salt. The required number of 
ounces of this prescription is mixed with an equal 
amount of a bland, water-soluble substance, as 
one of the mucilages, or better, starch. The 
starch is first moistened with cold water and then 
boiling water is added until such a consistency is 
obtained that it will barely run off the spoon. 
The material properly mixed is sucked up into a 
baby bulb syringe, the tip thoroughly lubricated 
and all air expelled. The patient either lies on 
the side or back. Administration is to be attempted 
only after one hour has elapsed from the time of 
the movement of the bowels—or if an enema has 
been used it is advisable to wait somewhat longer. 
The injection must be held in at least one hour 
for absorption. If expelled within this time it is 
to be repeated. 

Large doses can be administered. The average 
dose used was 20 to 100 grains. There was good 
evidence that absorption takes place satisfactorily. 
Alkalies were usually given and large quantities 
of liquids. So far as it could be determined, there 
were no ill effects with the exception of skin 
eruptions in two cases, distinct loss of appetite 
in four and diarrhea in three. One or two doses 
can be given daily. 








GENERAL SURGERY 
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SOME ANCIENT HISTORY 





Intravenous injection of drugs and transfusion 
of alien blood had their scientific origin in the 
17th century. 





The first case of localized appendicitis on rec- 
ord was operated on and reported by Mestivier 
in 1759, and the pathology clearly described in the 
autopsy yet it made no impression on practice. 





Gentile da Foligno who died in 1348 was the 
first to observe gallstones. 





The cure of disease by the extraction of decayed 
teeth was first suggested by Benjamin Rush in 
1798. 





POSTOPERATIVE INFECTIVE PARODITIS.— 
oe William H. Annals Surg. Noy. 1923, 
>. 568. 





The author classifies the infective inflamma- 
tions of the gland, on the clinical manifestations 
that occur representing the various degrees of 
severity and the systemic reaction. 

1. Acute parotiditis. 2. Acute suppurative paro- 
tiditis circumscribed or lobular. Diffuse. 3. Gan- 
grenous. 

He considers the disease as an infective one 
and even though the operation be a clean one, foci 
of infection exist somewhere in the body and 
bacteria exists in some degree. 

The resistance of the patient, the susceptibility 
of the gland and potency of the infection agent 
will determine the type of disease that will de- 


velop. The acute or simple, follows operation in 
from three to five days, with a malaise, slight 
elevation of temperature and pulse rate, stiffness 
of the side of the face, swelling of the gland and 
pain on pressure. This will subside in a few days 
by appropriate treatment. 

In the circumscribed suppurative form after 
abscess has place, all the symptoms are intensi- 
fied, but Stenson’s duct usually remains patent 
and pus extrudes from the duct into the mouth, 
if no obstruction exists. In these cases exclude 
any stone or cicatrics which close the duct. 

The diffuse type is rare and is grave disease, 
the mortality rate being 30 per cent. The gan- 
grenous type is also rare and all writers report 
a fatal result. 

The author’s summary is as follows: 

1. Every post operative parotiditis is a poten- 
tial lethal factor, until proven benign. 

2. To await spontaneous evolution is jeopardiz- 
ing life. 

3. Definite diagnosis suggests the method of 
relief. 

4. When surgical operate early with free inci- 
sion and open drainage. 

5. The greater the involvement of face and 
neck structures and especially in gangrenous 
parotiditis, the greater the need for more thorough 
exposure. 

6. The incision meeting all indications is the Y 
incision, extending from the zygoma in a curvi- 
linear manner, following the sterno-cleido-mastoid 
to the supra-clavicular region if necessary. The 
posterior limb extending from the mastoid and 
joining it below the angle of the jaw. 





A RARE COMPLICATION FOLLOWING APPEN- 
DECTOMY.—Webb, George. J. A. M. A., Aug. 
25, 1923. P. 660. 





The author reports the case of a woman, on 
whom he operated in 1922 for an acute attack 
of appendicitis: The case was clean and no drain 
was used and the convalescence entirely unevent- 
ful. The technic used was, he states, the usual 
one of inversion of the stump and pursestring 
suture. She left the hospital in 12 days entirely 
well and feeling good. 

Two years later she was readmitted complain- 
ing of a dull continuous pain in the R. L. Q. of 
one month’s duration, with constipation, fullness 
in the abdomen and loss of appetite. 

On: palpation a mass was felt in the ileo-cecal 
region the size of a man’s fist, not tender nor 
movable. Following an x-ray of the intestinal 
tract a tentative diagnosis of a probable tuber- 
culous tumor was made. She was operated on 
and a tumor the size of a large orange, involving 
the whole ileo-cecal junction was resected, a side 
to side anastomosis was done and the patient re- 
covered after a rather stormy convalescence, dur- 
ing which a fecal fistula formed but closed spon- 
taneously. Her condition was excellent on leav- 
ing the hospital. 

The author believes that the stump which pro- 
truded into the bowel caused the ulcer, which was 
found on the opposite side, since the ulcer cor- 
responded in size to the stump. The ulcer was 
covered with a foul smelling detritus. The path- 
ologists report was that the mass was inflamma- 
tory, and no signs of malignancy present. He 
explains his theory, of the condition, by a slow 
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pressure necrosis of the bowel wall by the in- 
verted stump, with hyperplasia and connective 
tissue proliferation. 

(Since 1915 when the editor visited John Young 
Brown’s clinic and saw him simply crush and tie 
the stump, he has never inverted one, or used 
the pursestring suture. Cases since reoperated by 
the editor, in as short time as six months later 
have shown no vestige of the stump remaining, 
and the cecum was so smooth, that the appendix 
location could not be seen, and no adhesions were 
present. If the stump is very large it may easily 
be covered with a tab of omental fat. (Ed.) 








TUBERCULOSIS 
Edited by L. J. Moorman, M. D. 
611 1st Nat'l. Bank Bldg., Oklahoma City 








ABORTIVE TYPE OF TUBERCULOUS HIP- 
JOINT DISEASE. Report of Two Cases.—A. L. 
Neilson, M. D., Journal A. M. A., May 19, 1923. 





Past experiences with tuberculous hip-joint in- 
fections have proven that it is a condition marked 
by a long continued progressive course unless 
halted by proper treatment which of necessity re- 
quires a long time. Abortive types of tuberculous 
hip-joint diseases are unusual, and in the few 
articles found in the literature that discuss the 
question, there is practically an agreement that 
abortive types do not occur. 


The author gives a report of two cases of clin- 
ically definite tuberculosis of the hip-joint which 
cleared up with practically no treatment and in a 
very short time. Case No. 1, a boy aged two and 
one-half years, whose history was uneventful, was 
examined on October 23, 1920. He complained 
of lameness of the right leg and pain above the 
the right knee. The onset was two days before 
when he awakened and cried out with pain in the 
knee and it was found that he could not stand on 
the right leg. There was no history of injury. 
X-ray report was negative. Pierquet skin test 
was markedly positive in twenty-four hours. 

A diagnosis of tuberculosis was made and treat- 
ment by immobilization advised but the parents 
wished to wait for a while so rest and hygienic 
measures were carried out. In six weeks after 
the onset recovery was complete. Case No. 2, is 
very similar in onset and symptoms to case No. 1. 
In view of the course of case No. 1, rest and 
hygienic measures were advised, six weeks later 
there was complete relief of symptoms. While 
not definitely proven, it would seem that there is 
an abortive type of hip-joint tuberculosis. 


FATIGUE AS A FACTOR IN THE CAUSE AND 
TREATMENT OF TUBERCULOUS DISEASE. 
~H. A. Patterson, M. D. Journal A. M. A. 
October 13, 1923. 





The author feels that fatigue and its accom- 
paniments constitute a larger factor in arousing 
latent tuberculous infections than is generally 
recognized. Malnutrition so often cited as a 
causal factor in the development of tuberculosis. 
is considered as frequently a result of over fatigue 
by Emerson who considers it as third in import- 
ance as a cause of malnutrition. However, this 
is not accepted by all writers. Fisk maintains that 





sickness is a cause rather than a result of fatigue. 
The sense of exhaustion which persists for many 
weeks or months following an attack of influ- 
enza is an example of fatigue as the effect rather 
than the cause of disease. On the other hand, 
exhaustion due to physical labor or mental stress, 
or both, is widely recognized as the contributing 
factor in such infections as furunculosis. Pneu- 
monia is often a complication during convales- 
cence from an exhausting injury or illness. Since 
this is true of one species of bacteria, such as 
the staphylococcus, it is probably true of others, 
such as tubercle bacilli, which like the staphylo- 
coccus, is latent in a large percentage of the 
human race. 

The author considers rest as the most import- 
ant of the fundamental factors of the treatment 
of tuberculosis, especially in the beginning when 
it is necessary to slow the pulse rate and reduce 
the temperature, where fever exists. When poor 
nutrition exists, rest and fresh air and good food 
are essential. Rest is essential in cases where 
there is exhaustion from the toxines of the tuber- 
culous disease in order that the effort to wash 
out these products of bacteriological activity may 
not be retarded by the products of combustion due 
to physical effort. When the tuberculous activity 
is due to exhaustion caused by fear or worry, it 
may be relieved by mental rest which is secured 
by controlled occupational therapy. 

The author mentions the problem of patients 
who have been discharged from sanatoriums with 
the disease in an apparently arrested form and 
who later have a breakdown or reactivation. This, 
he states, is not entirely due to undue physical 
exertion but to all those factors that contribute 
to fatigue: faulty diet while under treatment which 
tends to a fat, flabby condition of the muscular 
system which results in a disturbance of metab- 
olism; failure to secure a period of hardening up 
by carefully supervised graduated exercise which 
is a means of acquiring resistance to fatigue; re- 
turn to the same domestic and industrial condi- 
tions under which the disease became active; and 
dread of reactivation. 

The author concludes by setting forth three 
problems for consideration and study in the treat- 
ment of tuberculosis; (1) The determination 
whether or not the “toxic substances” of fatigue 
are the cause or one of the important causes of 
the activation of latent tuberculosis; (2) the de- 
velopment of satisfactory, easily applied tests or 
clinical guides for determining cumulative fatigue; 
(3) the further study of occupation for the tuber- 
culous with reference to the features of employ- 
ment producing mental and physical fatigue. 





DIAGNOSTIC IMPORTANCE OF TUBERCU- 
LOUS LESIONS OF THE ORAL CAVITY.— 
Robert H. Ivy, M.D., D.D.S. Jourmal A. M. A. 
Nov. 3, 1923. 





Tuberculous ulceration of the mouth is undoubt- 
edly usually secondary to pulmonary tuberculosis, 
the infection being conveyed by the sputum. The 
bacilli are implanted in a region that has previous- 
ly been the seat of local inflammatory condition. 
The author cites three cases where the finding 
of ulceration of the mouth was the first intima- 
tion that the patient was suffering from tuber- 
culosis. These patients, so far as they knew, were 
in good health with the exception of the lesion in 
the mouth which refused to respond to treatment, 
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but continued to spread over the mucus surface 
of the mouth. Thorough examination, including 
chest examination and microscopical examination 
of tissues removed from the infected area, proved 
that the primary condition was pulmonary tuber- 
culosis. The author considers that general anti- 
tuberculosis treatment is of primary importance 
and local treatment secondary. 





SELECTIVE COLLAPSE IN PULMONARY TU- 
BERCULOSIS.—Nathan Barlow, M.D. Journal 
A. M. A., Dec. 8, 1923. 





The principle of selective collapse is manifested 
in a series of phenomena that may be described 
thus: (1) If the lesion is not too severe, inflamma- 
tion or irritation of the tissue in any region of the 
lung causes a tendency of the involved tissue to 
collapse. (2) A similar tendency to collapse is 
present in any anatomic division of a lung (lobe, 
primary lobule, secondary lobule), the bronchus 
supplying which is irritated. The contraction devel- 
ops gradually and in a few hours or days the ten- 
dency to contract is balanced by the increased 
tension of the adjacent healthy portion. This in- 
creased tension is distributed unequally through- 
out the lung, the greater part being borne by the 
adjacent lung tissue because the lung is obliged 
to conform to the thoracic cavity and cannot alter 
its form. Where there are consolidated areas 
selective collapse is manifested at the periphery 
of such lesions where the tissue is involved but 
not consolidated. 

The introduction of a small quantity of gas or 
air into the pleural cavity that is freed from ad- 
hesions, introduces an entirely new condition. 
The volume and tension of the lung is reduced and 
the lung is now free to assume any form and the 
principle of selective collapse unhindered in its 
action. The pleura over the involved parts of the 
lung becomes retracted and the gas collects over 
the most involved regions. The localization of 
the gas is a result of the action of selective col- 


lapse, the collapse itself takes place in the lung 
tissue and appears to select, first, the inflamed 
tissue in and around the lesion and, secondly, 
lung tissue in regions supplied by involved bron- 
chi. In scattered deep-seated lesions, the lung 
may not collapse immediately beneath the retract- 
ed pleura, but only around each lesion, leaving 
expanded parts between the lesions. This selec- 
tion of diseased areas explains how a relatively 
small amount of air may cause effective collapse 
of lesions scattered throughout an entire lobe. 


Selective collapse requires from several hours 
to several days to develop to the point at which it 
is balanced by the increased local tension and 
while in the early period of development is easily 
dissipated by rapid or deep breathing or severe 
prolonged coughing. Hence the importance of 
absolute rest during the process of selective col- 
lapse. The more perfect the collapse in this early 
period, the more contracted will be the lesion when 
healed and the less contracted the lung, as the 
fibrosis will be limited to a smaller area. 





GENERAL MEDICINE 
Edited by Wann Langston, M. D. 








State University Hospital, Oklahoma City 





SCARLET FEVER TOXIN IN PREVENTIVE 
IMMUNIZATION.—Geo, F. Dick, M.D., and 
Gladys Henry Dick, M.D. J. A. M. A.—82-7, 
Feb. 16, 1924 


The author states that Berkefeld filtrates of 
hemolytic streptococci used successfully in experi- 
mental scarlet fever may be used intracutaneously 
to determine susceptibility to this disease The 
toxicity may also be neutralized by convalescent 
serum; and persons showing susceptibility become 
negative after immunization with convalescent 
serum. 


A series of experiments are cited, showing 


that when persons with positive skin tests are’ 


injected with suitable quantities of toxic filtrate, 
they may develop a scarlatinal rash with nausea. 
vomiting, rise of temperature and general malaise 
appearing within a few hours and disappearing 
in forty-eight hours, and followed by negative skin 
test. The similarity of symptoms produced by 
filtrate to those of scarlet fever, and the resulting 
modification of the skin test, indicate the produc- 
tion of some degree of immunity to scarlet fever. 
The neutralization of the toxic substance in the 
filtrate by blood serum of a person who had re- 
ceived injections of the filtrate indicates that the 
toxic substance is a true toxin, capable of form- 
ing an autotoxin. 





THE INCIDENCE OF KETOSIS IN CASUALTY 
PRACTICE.—O. W. Roberts, M.B., B. S., Lond., 
The Lancet, CCVL, 5238. Jan. 1924. 





Upon a study of 393 cases of head and other 
injuries, irritation of the respiratory and gastro- 
intestinal tract, and toxemia due to burns and 
scalds, and to suppurations, with a total of 168 
cases of ketosis, or 43 per cent, the author con- 
cludes that these conditions may be complicated 
by the onset of acute severe ketosis The younger 
the patient the greater the possibility of this com- 
plication. This ketosis may aggravate or mask 
the symptoms due to the primary condition. The 
central nervous system, having in itself no pro- 
tection aganst kietosis or acidemia, suffers most, 
as evidenced by drowsiness, irritability and head- 
ache. 


Ketosis, if untreated, may lead to severe vomit- 
ing. may interfere with the patient’s recovery, 
and may prolong the convalescence. The general 
debility, listlessness and dread of mental strain 
seen in concussion cases of school age for months 
after the injury may be the result of ketosis 
rather than to physical trauma at the time of the 
injury 

Treatment consists in the administration of 
alkalis and aperiants. In children the prophylac- 
tic administration of alkalis in cases of acute 
truma and inflammatory conditions would dimin- 
ish the occurrence of acute ketosis and would not 
cause harm to the patient. 
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Carley, McAlester; Tom Lowry, Oklahoma City. 
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